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Abstract 

 

Aim:  US authorities have recommended ‘black-box’ warnings for antidepressants due to 

the increased risk of suicidality for individuals up to age 25. There is thus a clinical and 

ethical imperative to provide effective treatment for youth depression with an acceptable 

risk-benefit balance. Long-chain omega-3 polyunsaturated fatty acids (PUFAs) play an 

important role in a range of physiological processes in living organisms. Supplementation 

with omega-3 PUFAs has been shown to have a range of beneficial effects on both 

physical and mental health, and results of previous trials suggest that omega-3 PUFAs may 

be a safe and effective treatment for depression. However, conclusions from these trials 

have been limited by their relatively small sample sizes. 

Methods: This trial will test the effectiveness of a 12-week parallel group, double-blind, 

randomised, placebo controlled trial of 1.4 grams/day omega-3 PUFAs in help seeking 15 

to 25 year olds (N=400) presenting with major depressive disorder (MDD). The primary 

hypothesis is that young people will show greater improvement after 12-weeks of 

treatment with omega-3 PUFAs plus cognitive behavioural case management (CBCM) 

compared to treatment with placebo plus CBCM.  

Conclusion: Due to using a large sample, results from this study will provide the strongest 

evidence to date to inform the use of omega-3 PUFAs as first-line therapy in young people 

presenting with MDD. The study also heralds an important step towards indicated 

prevention of persistent depression, which may reduce the burden, stigmatisation, 

disability, and economic consequences of this disorder.  

 

Trial registration: Australian New Zealand Clinical Trials Registry: 

ACTRN12613001352796 

Keywords: Omega-3 fatty acids, major depressive disorder, adolescents, young adults, 

randomised control trial.   
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Background 

Adolescence and young adulthood are the peak periods for the onset of depressive 

disorders (1), which often develop into recurrent depression in later adulthood (2). This 

may in part be a consequence of active biochemical processes that are neurotoxic and 

further catalyse vulnerability (3), with the result that depression affects a larger proportion 

of the total life course than any other chronic condition, either physical or mental (4). 

Youth depression is associated with significant developmental disruption, which has 

effects through adult life, including lack of educational qualifications, welfare dependency, 

unemployment, and fewer close friendships and intimate relationships (5-7). There is also 

emerging evidence that the prevalence of depression may be rising (8), potentially driven 

by alterations in environmental factors (9). 

 

The safety and effectiveness of antidepressants in the treatment of youth depression 

While many clinical researchers argue that SSRIs have an important role in treating MDD 

in young people (e.g., (10,11)), others claim the contrary (12). In 2004, a meta-analysis 

concluded that SSRIs doubled the risk of both suicidal ideation and behaviour in young 

people (4% versus 2%) (13,14). Consequently, a ‘black box’ warning was issued by the 

United States Food and Drug Administration (US FDA) for this class of medication for 

young people aged up to 24 years (15). This was followed by similar warnings by the 

Medicines and Healthcare Products Regulatory Agency in the UK (16), the European 

Medicines Agency (17), and the Therapeutic Goods Administration in Australia (18). In 

2006, the US FDA expanded their warning to include young people up to the age of 25 on 

the basis of an extended examination of placebo-controlled trials that included almost 

100,000 patients (14). It is not clear why young people started on antidepressant 

medication are more likely to develop increased suicidality, though one hypothesis is that 

SSRIs induce mixed symptoms (such as agitation) in depressed patients with latent 

bipolarity (19). Additional concerns have been raised about the efficacy of antidepressants 

in young people (e.g., (20)). The results of a recent Cochrane systematic review found the 

effectiveness of antidepressants in young people to be modest at best (21,22). 

 

Omega-3 polyunsaturated fatty acids and MDD 

The industrialisation and urbanisation of Western countries in the last 150 years has been 

associated with a marked change in diet, with long-chain omega-3 polyunsaturated fatty 

acids (PUFAs) from fish, wild game, and plants being replaced by saturated fats from 

domestic animals and omega-6 PUFAs from common vegetable oils (23). These changes 
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in dietary patterns have led to a large increase in the ratio of omega-6 to omega-3 PUFAs 

in the general diet from 1:1 to more than 15:1 (24). This has resulted in a high proportion 

of omega-6 PUFAs (i.e., arachidonic acid) rather than omega-3 PUFAs (i.e., 

eicosapentanoic acid (EPA) and docosahexaenoic acid (DHA)), in the cell membranes of 

most tissues, leading to increases in inflammatory eicosanoids, which have numerous 

pathological consequences and are potent promoters of chronic diseases such as 

atherosclerosis, essential hypertension, obesity, diabetes, arthritis and other autoimmune 

diseases, and many cancers (24).  

 

In relation to mental health, it has been suggested that the sharp rises in rates of depression 

and other neurological disorders in the 20th century are being fuelled by increased 

consumption of vegetable oils rich in omega-6 PUFAs (25,26). The lower incidence of 

depression in populations with high intake of marine or sea fish (rich in omega-3 PUFAs) 

provides support for a link between life-time intake of omega-3 PUFAs and proneness to 

depression and other psychiatric disorders (27-30), although there are some conflicting 

results (31,32). As omega-3 PUFAs are essential,  it is possible that major nutritional 

deficits may interfere with normal brain development and nerve functioning (33), in 

particular during pregnancy and early childhood, implying that such a deficit may be of 

importance for the development of psychiatric disorders such as MDD, bipolar disorder  

and schizophrenia (34,35). However, there are many confounding factors that may be able 

to explain the association between low omega-3 PUFAs and depression. It is well known 

that individuals with mental disorders have an increased intake of saturated fats, lower 

intake of omega-3 PUFAs, increased cigarette consumption and alcohol use, less exercise 

and more obesity. Each of these is transduced into increased inflammation and oxidative 

stress, which are risk pathways for depression (36,37). However, it remains unclear if the 

reduced intake of omega-3 PUFAs has a direct negative impact on the course of the illness 

or represents an epiphenomenon (38).  

 

Reduced membrane PUFAs in major psychiatric disorders  

Omega-3 PUFAs may play a role in the pathogenesis of major affective disorders (23,39). 

Alterations in fatty acids in MDD include a low omega-3 PUFA intake, a decrease in 

omega-3 PUFAs and increased omega-6/omega-3 PUFA ratios in plasma, erythrocytes, 

adipose tissue and post mortem brain tissue (40,41). The nature of these fatty acid 

alterations still has to be elucidated (42). The patterns of fatty acid alterations in MDD 

patients are not specific for depression but are also found in other (psychiatric) conditions 
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accompanied by increased oxidative stress, e.g., bipolar disorder, schizophrenia, diabetes, 

Alzheimer’s disease, and are also seen during normal aging (43). Lipid peroxidation data 

suggest that increased oxidative stress may be one of the mechanisms of reduced 

membrane omega-3 PUFAs in people with psychiatric disorders such as MDD and 

schizophrenia (44,45). In addition, the findings imply that supplementation of PUFAs 

and/or antioxidants could provide effective treatments for the early stages of depression 

and other psychiatric disorders.  

 

Treatment studies using omega-3 PUFAs in MDD 

Meta-analyses of studies of omega-3 PUFAs for the treatment of mood disorders 

demonstrate benefits in placebo-controlled trials of unipolar and bipolar depression 

(23,46,47), although heterogeneity of study designs and results has been noted as a 

methodological concern (48-50). Studies vary with respect to the type of omega-3 PUFAs 

used, doses, and durations of trials. Most randomised controlled trials (RCTs) have 

included small numbers of patients who had MDD persistent despite treatment with an 

antidepressant, with omega-3 PUFAs added as adjunctive treatment. Peet and Horrobin 

(51) demonstrated a benefit of EPA at a dosage of 1g/d in an RCT (N=70) of 1, 2, or 4 g/d 

versus placebo in patients with MDD. Nemets et al (52) also found EPA at a dosage of 

2g/d to be more efficacious than placebo in decreasing symptoms of depression in MDD 

(N=20). Su et al (53) and Silvers et al (54) used combinations of EPA and DHA in patients 

with MDD with differing results. Su et al demonstrated a benefit of EPA and DHA over 

placebo (N=28), while Silvers et al did not find a difference between omega-3 and placebo 

groups (N=77). A recent trial by Grenyer et al (55) of omega-3 PUFAs adjunctive to 

antidepressants (N=83) did not show a benefit over placebo, although unlike most studies 

that used a combination of EPA and DHA, the DHA dose was higher than the EPA dose. 

 

Most placebo-controlled studies of omega-3 PUFAs in MDD have been undertaken in 

addition to antidepressant medication. A few studies have assessed omega-3 fatty acids as 

a monotherapy. In one study, DHA (2g/d) for MDD in 36 adults was not significantly more 

efficacious than placebo (56). In another small monotherapy trial of EPA for MDD 

(N=57), investigators observed a trend toward efficacy (P=0.087) for EPA at a dosage of 

1g/d compared to placebo, with response on the Hamilton Depression Rating Scale as the 

primary outcome (57). One trial in children (N=28) demonstrated a benefit of omega-3 

PUFAs (EPA and DHA) monotherapy compared with placebo (58). In another recent 
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study, investigators assessed EPA at a dosage of 1g/d versus fluoxetine 20mg/d versus the 

combination of the two for MDD in 60 patients (59). EPA and fluoxetine had similar 

efficacy, with the combination superior to either alone. 

 

In summary, positive studies of omega-3 PUFAs in mood disorders have generally shown 

efficacy for treatment with EPA alone or EPA and DHA in combination (with EPA present 

in greater doses than DHA). Side effects of the recommended doses of omega-3 PUFAs in 

MDD are relatively minor and include mild gastrointestinal discomfort, most commonly 

burping or unpleasant taste. Although increased bleeding is a theoretical risk, no actual 

cases of bleeding have been reported, even though there have been high-dose trials in 

which patients were medically compromised, postoperative, and/or using concomitant 

anticoagulants. Doses of 1 to 9 g/d of omega-3 PUFAs have been studied in mood 

disorders, with a majority of evidence supporting efficacy doses in the lower end of this 

range. A dose-finding study using 3 doses of DHA monotherapy demonstrated greater 

efficacy at 1 g/d compared to 2 g/d and 4 g/d (60), consistent with the findings of an RCT 

of ethyl-EPA as adjunctive treatment in MDD that showed greater benefit at lower doses 

(51). Adjunctive EPA or the combination of EPA and DHA, containing EPA ≥ 60% of 

total EPA + DHA, in a dose range of 200 to 2,200 mg/d of EPA in excess of DHA, appear 

most useful (47). However, the general health benefits of omega-3 PUFAs, epidemiologic 

evidence, modest efficacy data in MDD, and low risks make omega-3 PUFAs a reasonable 

treatment strategy for depression in particular in young people. 

 

Study rationale 

Omega-3 PUFAs have been shown to be very safe and are free of clinically relevant 

adverse effects. They have the advantage of excellent tolerability, public acceptance, 

relatively low costs, and benefits for general health. Epidemiological data linking fish 

intake with depression (28); observations of alterations in the fatty acid status of people 

with MDD (40); oxidative stress and inflammation in depression may further deplete 

omega-3 PUFA stores; and RCTs of omega-3 PUFAs in adults with MDD (for reviews 

see: (46,47)), suggest that omega-3 PUFAs may offer a viable treatment and prevention 

strategy for depression in young people with minimal associated risk.  

 

To date, no study has investigated treatment with omega-3 PUFAs in adolescents and 

young adults up to the age of 25. Studies such as TADS (61) and ADAPT (62) enrolled 
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depressed patients from late childhood up to mid-adolescence; and by including patients in 

pre-pubertal, peri-pubertal and post-pubertal development periods such studies were likely 

to have increased the heterogeneity of the depression being investigated. The period from 

post-puberty to 25 years of age is continuous in a neurodevelopmental sense — studies 

show that important brain maturational processes start from puberty and continue up to the 

age of 25 (63) — and as the peak period for the onset of first episodes of depression (64), it 

is a key time for effective interventions. The importance of studies that include patients in 

this age range has been further emphasised by the FDA’s extension of its ‘black box’ 

warning to patients up to the age of 25.  

 

Hypotheses 

We aim to answer an important clinical question: can major depressive disorder (MDD) in 

young people aged 15 to 25 be effectively treated with long-chain omega-3 PUFAs (‘fish 

oil’)? The primary hypothesis is that young people with MDD will show greater 

improvement after 12-weeks of treatment with omega-3 PUFAs plus CBCM compared to 

treatment with placebo plus CBCM. The primary outcome measure the clinician 

administered version of the Quick Inventory of Depression Symptomatology, Adolescent 

Version (QIDS-A17-C) (67). The secondary hypotheses predict that; at weeks 12 and 26, 

relative to placebo, treatment with omega-3 PUFAs will result in improved: (i) treatment 

response (defined as clinical global impression improvement score of ≤2 (68)); (ii) 

remission rate (defined by a score of ≤6 on the QIDS-A17-C); and (iii) MDD diagnosis 

rate (as assessed by structured clinical interview (69)). Finally, relative to placebo those 

treated with omega-3 PUFAs are expected to continue to report improved: (iv) change 

from baseline on QIDS-A17-C scores at 26-weeeks.   

 

 

Methods/Design 

Study objectives and design   

The study will adopt a 12-week, double blind, parallel group, RCT design. A total of 400 

(200 per arm) participants with MDD will be allocated to treatment with either omega-3 

PUFAs plus cognitive behavioural case management (CBCM; see below) or to treatment 

with placebo plus CBCM. The total length of follow-up is 6 months.  The study will be 

conducted in accordance with Good Clinical Practice guidelines (65). The protocol 

addresses the applicable SPIRIT guidelines that pertain to trial methodology (66). Ethical 
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approval for the trial, as described here, has been granted by the University of Sydney 

Human Research Ethics Committee (2012/2920).  

 

Setting 

The study will be conducted at participating headspace centres in Australia. Headspace 

centres provide an enhanced primary care services specialising in the treatment of 

emerging psychiatric disorders in young people (12-25 years) (70). Clinical services at 

headspace centres are delivered by a multidisciplinary group of clinicians e.g., nurses, 

occupational therapists, social workers, clinical psychologists and psychologists, GPs and 

psychiatrists.  

 

Participants 

All people presenting to participating headspace centres will be screened for eligibility. 

Inclusion criteria are: (i) being between age 15 and 25 at presentation; (ii) help seeking for 

psychological distress; (iii) moderate to severe depression, indicated by a score of ≥11 and 

≤20 on the QIDS-A17-C (67)  at first contact with the service, and again after 

approximately one week; (iv) a diagnosis of MDD at baseline (i.e., when the second QIDS-

A17-C is completed) using a structured clinical interview (69); and (v) the ability to give 

informed consent (for individuals under 18, written informed consent of at least one parent 

or a guardian is required). Exclusion criteria are: (i) lifetime diagnosis or history of 

treatment for psychotic disorder or bipolar disorder or substance dependence; (ii) history of 

treatment with an antidepressant (more than four weeks during the last 12-months); (iii) 

acute suicidal behaviour or aggressive behaviour (indicated by a Comprehensive 

Assessment of At-risk Metal State (CAARMS) (71) score of 6 on the relevant items); (iv) 

depression secondary to a medical condition (e.g., low vitamin D level); (v) IQ < 70; (vi) 

pregnancy (indicated by blood test) or lactation; (vii) laboratory values more than 15% 

outside the normal range for bleeding parameters; (viii) current (or recent; within eight 

weeks of being included in the trial, for more than one week) use of omega-3 supplements 

or psychotropic medication; and (ix) known allergy of omega-3 supplements. 

 

The trial will also use the following exit / transition criteria (i.e., indicating a participant 

develops more severe psychiatric symptoms that typically require psychotropic 

medication) and study withdrawal criteria (i.e., indicating a violation to protocol or safety 

concerns). Participants will exit the trial if they meet any of the following criteria: (i) 

develop very severe depression, as indicated by report a QIDS-A17-C score of >20 for a 
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period of four weeks; (ii) develop a first-episode psychotic disorder or manic episode; 

and/or (iii) are commenced on a regular psychotropic medication regime (i.e., 

antidepressant, antipsychotic, mood stabiliser). Participants who exit the trial (as per the 

above criteria) will be offered continuation of the trial medication up to 12 weeks while 

active treatments (e.g., antidepressant, antipsychotic or mood stabiliser) are commenced. 

To the extent possible, ongoing data will be collected per protocol. Withdrawal criteria 

(i.e., withdrawn from trial) will be applied if any participants experience: (i) a serious 

adverse event (e.g., severe gastrointestinal symptoms >1 week); (ii) acute suicidal 

behaviour (6 on CAARMS item 7.3); (iii) aggressive behavior (6 on CAARMS item 5.4); 

(iv) pregnancy; (v) commencement on omega-3 supplements other than the investigational 

product; and/or (vi) a break to the randomisation code (i.e., if circumstances require 

breaking of blinding before week 12).  

 

Procedure  

Randomisation and Treatment Allocation 

This is a double blind randomised controlled trial. Allocation to treatment will be 

concealed and carried out by a statistician uninvolved with the conduct of the intervention 

or participant assessment. Permuted block randomisation with randomised block length of 

2, 4 or 6 and treatment allocation will be managed within the trial management system. 

Randomisation will be stratified by site (headspace centre location), age (< 18, ≥ 18), and 

sex (male, female). Participants will be randomised to one of two possible treatment 

groups. The participants, treating clinicians, and research personnel (including research 

assistants, investigators, study statistician, and project manager) will all remain blinded to 

treatment allocation until database lock. 

 

The headspace access team will assist in identifying potential participants. Individuals will 

be assessed for eligibility at initial contact with headspace by a clinician as part of the 

routine clinical assessment. Once a participant is randomised, their treatment group 

allocation will be sent by the trial management system via an automatically generated 

email to the trial pharmacist. Access to online unblinding via the trial management system 

will be available and validated for emergency situations. 

 

Side effects and safety 
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In all omega-3 PUFA trials, no treatment-related side effects or adverse biochemical or 

haematological effects have been observed (23,46,47). Omega-3s did not cause side effects 

other than mild gastrointestinal symptoms as a monotherapy, nor did it enhance the side 

effects of existing drugs. Patients usually find omega-3 PUFAs highly tolerable. In our 

previous psychosis prevention RCT, 94% of participants completed the 12-week 

intervention period (72).  

 

In order to assure the safety of the study participants, risk (i.e., suicidal behaviour and 

aggressive behaviour) will be assessed weekly throughout the 12-week intervention period; 

this is a study withdrawal criterion (see: Withdrawal criteria, above). A research assistant 

will carry out the weekly safety assessments and immediately notify the treating team in 

instances of high risk to self or others (as per the approved protocol). Another safety 

measure implemented in this study are the Exit criteria; a person exits the trial by having a 

score of >20 on the QIDS-A17-C over 4 weeks, or by developing a first-episode of a 

psychotic disorder or mania (see: Exit criteria, above). 

 

Interventions 

Participants will receive either omega-3 PUFAs or placebo for 12-weeks. The experimental 

intervention will be provided in addition to  50-minute sessions of cognitive-behavioural 

case management (CBCM), which are offered as part of the study by a trial therapist, 

during the 12-week intervention period (approximately fortnightly). Depending on the 

participant’s needs, additional sessions may be provided. After the 12-week intervention 

period (or if a participant meets exit or withdrawal criteria), treatment as usual will be 

provided by headspace clinicians. For the purposes of the study analyses, ‘entry’ will be 

considered to be the date the participant commences the study medication. 

 

Cognitive-behavioural case management (CBCM): CBCM consists of cognitive-

behavioural therapy (CBT) embedded within case management as per standard care at 

headspace. The treating clinicians will use a specifically developed manual that details the 

CBCM to be delivered in the trial, and which outlines the minimum standard of treatment 

to be delivered. The number of sessions delivered will be recorded for each client. In 

addition, fidelity will be monitored by therapists rating their own sessions on an 

established checklist of therapeutic interventions. Any additional interventions delivered 
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will also be documented. The case management component will consist of therapists 

addressing current issues relevant to the person and providing practical help.  

 

Experimental intervention: The oral intervention comprises a daily dose of 4 gelatine 

capsules (participants will be instructed to take 2 in the morning and 2 at night; before 

meals) throughout the 12-week treatment period. Participants will receive bottles of 

capsules containing either: (i) 0.650 – 0.750 g concentrated marine fish oil (active 

treatment); or (ii) 0.650 – 0.750 g of paraffin oil (placebo).  

Active treatment: The daily dose of concentrated marine fish oil will provide 

approximately 840 mg of eicosapentaenoic acid (EPA, 20:5n3), 560 mg of 

docosahexaenoic acid (DHA, 22:6n3), and 5 mg of vitamin E (which is added as an 

antioxidant to stabilise the PUFAs). Thus, patients who are randomised to receive fish oil 

will be taking a total of approximately 1.4g of omega-3 PUFAs per day. This daily dose 

omega-3 PUFAs is based on similar trials in major depression (23,46,47).  

Placebo intervention: Paraffin oil was specifically chosen as placebo because it does not 

contain PUFAs and has no impact on omega-3 PUFA metabolism. To ensure blinding, 

placebo capsules will be carefully matched in appearance and flavour with the active 

treatment; they will also contain the same amount of vitamin E as the fish oil capsules, and 

approximately 1% fish oil to mimic taste.  

 

Compliance assessment: Patient compliance will be assessed by monthly pill counts over 

the course of the study, as well as through self-report and the measurement of the PUFA 

content of red blood cells from blood samples collected at baseline and 12 weeks after 

study entry. The blood samples will be stored frozen for batched analysis. The results of 

the fatty acid analysis will not be revealed to the investigator until the end of the study.  

 

Labelling, storage and accountability: The study medication will be labelled in compliance 

with local regulatory requirements and stored securely at an appropriate temperature. 

Accountability records will be maintained. Storage and accountability details, as well as 

information on how to obtain the study medication, will be specified in the YoDA-F 

Pharmacy Manual. Unblinding will only be permitted in the case of a medical necessity 

when the appropriate management of the patient necessitates knowledge of the treatment 

randomisation. All instances of unblinding will be documented. 
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Concomitant medication: The use of psychotropic medication or omega-3 PUFA 

supplementation other than the investigational product is not permitted at any time during 

the trial unless a participant is withdrawn from the study and these treatments are deemed 

necessary according to local clinical practice guidelines. All treatments administered will 

be captured in the 26-week course of the trial. 

 

Outcome measures 

Study assessments: Study assessments will be completed at baseline (i.e., prior to 

randomisation), and every 4 weeks for the 12 weeks of the trial. The primary endpoint is 

week 12. After week 12, participants receive headspace standard care, and all treatment 

interventions will be documented until week 26. The final assessment will be completed at 

26 weeks. The primary outcome measure is between group differences in change in 

depressive symptoms from baseline to 12 weeks, which will be assessed with the QIDS-

A17-C (67). The QIDS-A17-C has been shown to be a reliable tool for assessing 

adolescent depression, making it one of the few depression scales that has been validated 

across adolescent and adult populations. In addition to the QIDS-A17-C, interviewer 

administered study assessments will include: (i) the Structured Clinical Interview for 

DSM- IV Axis I Disorders, patient version (69); (ii) the Montgomery-Asberg Depression 

Rating Scale (73); (iii) the Columbia Suicide Severity Rating Scale (C-SSRS; baseline and 

since last visit) (74); (iv) Comprehensive Assessment of at Risk Mental State (CAARMS) 

(71); (v) the Young Mania Rating Scale (75); (vi) the Social and Occupational Functioning 

Scale (76); and (vii) the Clinical Global Impressions Scale (68). Self-report study 

assessments will include: (i) the Kessler Psychological Distress Scale (89); (ii) the Overall 

Anxiety Severity and Impairment Scale (77); (iii) the Generalized Anxiety Disorder 

Assessment (78); (iv) the Alcohol, Smoking And Substance Involvement Screening Test 

(79); (v) the Dietary Questionnaire for Epidemiological Studies (Version 2) (80); and (vi) 

the Altman self-report mania screen (81). Ratings of therapeutic alliance (undertaken by 

participants and by their treating clinician) will also be made at Week-12 using the 

Working Alliance Inventory (82). 

 

Safety assessments: Participants will be assessed weekly (until 2 weeks after the 12-week 

treatment phase) for the presence of suicidal ideation and harm-related behaviours. The 

weekly safety assessments will focus on suicidality and aggressiveness, subscales of the 

CAARMS. A record will be made of any adverse event that arises during the trial. An 
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adverse event will be defined as any unfavourable medical change that is accompanied by 

functional or clinical impairment, which may or may not be related to the study treatment. 

Any undesirable medical condition occurring from the time of signing consent (even if no 

study treatment or pharmaceutical product has been administered) will be considered to 

constitute an adverse event. Adverse events will be recorded using the Antidepressant 

Side-Effect Checklist (ASEC) (83). 

 

Biochemical assessments: At baseline and week-12 biochemical assessments will be 

carried out in erythrocytes and serum, measuring oxidative stress markers (e.g., superoxide 

dismutase, glutathione, glutathione peroxidase, catalase), cytokines (e.g., interleukin-1, 

interleukin-6), phospholipase A2 (a key enzyme of phospholipid synthesis) and fasting 

erythrocyte membrane fatty acid/phospholipid composition (using mass spectrometry). The 

ratio of omega-6 to omega-3 will be used to index pre- vs. post-treatment PUFA 

composition as an objective measure of treatment adherence. Biochemical samples will be 

processed (centrifuged and aliquoted), and then frozen at -70 to -80°C until the time of 

analyses. Clinical blood analysis will be undertaken at baseline, and used to inform the 

inclusion criteria (e.g., bleeding parameters). 

 

Statistical analysis 

Primary analyses will be undertaken on an intention to treat basis, including all participants 

as randomised, regardless of treatment actually received. Effectiveness of omega-3 PUFAs 

will be established using a planned contrast of change from baseline to the week 12 

endpoint in the active compared to placebo condition on the QIDS-A17-C within a mixed-

model repeated measures (MMRM) analysis (84). Stratification variables will be evaluated 

and retained in analyses where they are significant or quasi significant. An unconstrained 

variance-covariance matrix will model within-individual dependencies. Transformation of 

scores, including categorization, may be undertaken in order to meet distributional 

assumptions and accommodate outliers. Contrasts comparing change on the QIDS-A17-C 

from baseline to other time points will be undertaken as secondary analyses. Should the 

number of participants meeting exit/transition criteria be non-negligible (defined as greater 

than 5% in either treatment arm), transition rates and time to transition will be considered 

as a secondary outcome and be subject to analysis using survival methods (88). Under 

these circumstances, analyses of continuous measures that treat exit as a competing 

outcome will be explored. 
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Models for binary outcomes analogous to the primary analysis approach will be used to 

compare the remission rates (MDD status) and other dichotomous outcomes between the 

two treatment arms at endpoint and other occasions of measurement. Relative and absolute 

risk reduction, number needed to treat (NNT) (85) and other relevant indices will be 

calculated for these outcomes. Analyses of scaled secondary variables will use comparable 

methods to the primary analysis.  Subsidiary per protocol and related analyses will estimate 

the efficacy of omega-3 PUFAs in participants who have received an adequate dose of the 

supplement. Exploratory analyses will examine the effects of moderators and mediators of 

treatment (see (86)). 

 

Safety data will be compared between treatment arms — in particular, the rates of harm 

and suicide-related adverse events — using Fisher’s exact test. All tests will be conducted 

using a two-sided alpha level of 0.05 and 95% confidence intervals. 

 

Power and sample size  

The target sample size for the study is 400. Allowing for dropout or withdrawal of up to 

20% participants, this sample will allow differences in change from baseline to endpoint of 

.31 standard deviations to be detected with 80% power. These calculations assume a 

correlation of 0.5 between baseline and endpoint measurements, alpha of 0.05, two-tailed 

test. This effect size is within the range observed for a wide variety of adjunctive 

treatments for depression and lies at the lower end of clinical utility. Confidence intervals 

for effect sizes will be approximately 0.2 with the result that at the target sample size, the 

trial will be informative even if the outcome is not statistically significant. Although the 

study has not been powered for a binary primary outcome, power to detect differences in 

proportions at endpoint is quite high, with 80% power maintained for differences between 

groups of approximately 15%. 

 

Discussion 

 

The results of previous intervention trials suggest that omega-3 PUFAs may offer a safe 

and effective treatment for depression. However, conclusions from these trials are 

uncertain due to relatively small sample sizes. The use of antidepressants in young people 

is debatable (12,87). No antidepressants are currently approved for the treatment of major 

depressive disorder in this vulnerable population of young people < 18 years in Australia 
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(18), while US authorities have recommended that for individuals up to 25 years of age 

‘black-box’ warnings about the increased risk of suicidality (14). There is a clinical and 

ethical imperative to provide effective treatment with an acceptable risk-benefit balance. 

 

Omega-3 PUFAs are an ideal candidate for further evaluation for indicated prevention; 

there is consumer acceptance of a naturally occurring substance without significant side 

effects, omega-3 PUFAs have an evidence base in adult depression, and efficacy has been 

shown across a broad range of psychiatric disorders and conditions including depression, 

schizophrenia, bipolar disorder, borderline personality disorder, and substance use. 

Another important advantage of omega-3 PUFAs is that they are widely available and can 

be easily administered in large numbers of people in various settings. In contrast, 

psychotherapeutic treatments need specifically trained and skilled therapists providing the 

intervention which is an important limitation to their preventive use and research. 

If found effective, this study could help establish omega-3 PUFAs as a novel, stigma-free 

first-line treatment in youth depression without causing clinically relevant side effects. 

Such a finding would be a significant development with major benefits for consumers and 

carers, and may prevent the progression to more serious stages of illness.  

Funding 

The Fish Oil Youth Depression Study is funded by grants from beyondblue (2011 National 

Priority Driven Research Program; ID: 00096) and the National Health and Medical 

Research Council (NHMRC) 2012 Mental Health Targeted Call for Research (Application 

ID: 1042666). MB is supported by a NHMRC Senior Principal Research Fellowship 

1059660. PM is supported by a NHMRC Senior Principal Research Fellowship 1060996. 

CD is supported by an NHMRC Career Development Fellowship 1061757. DFH is 

supported by a NHMRC Centre of Research Excellence 1061043. 

Trial status 

Participant recruitment is due to commence in April 2014. 

Trial Sponsor 

Orygen Youth Health Research Centre, Melbourne, AUSTRALIA 

 

Study Monitoring  



The Fish Oil Youth Depression Study 16 

 

The trial will be monitored by an independent Data and Safety Monitoring Committee 

(DSMC). The DSMC Charter can be obtained from the senior author. 

 

Author contributions 

GPA, IBH, MB, CD, PM conceived of the study, and along with AM, AY, DH, SR, SH, 

AP participated in its design. GPA and SR drafted the manuscript with input from all 

authors. The final manuscript has been read and approved by all authors.  

 

Competing interests 

None 

 

  



The Fish Oil Youth Depression Study 17 

 

References  

1. Jaffee SR, Moffitt TE, Caspi A, Fombonne E, Poulton R, Martin J. 

Differences in early childhood risk factors for juvenile-onset and adult-onset 

depression. Arch Gen Psychiatry. 2002 Mar;59(3):215–22.  

2. Kessler RC, Walters EE. Epidemiology of DSM-III-R major depression and 

minor depression among adolescents and young adults in the National 

Comorbidity Survey. Depress Anxiety. 1998;7(1):3–14.  

3. Berk M, Kapczinski F, Andreazza AC, Dean OM, Giorlando F, Maes M, et al. 

Pathways underlying neuroprogression in bipolar disorder: focus on 

inflammation, oxidative stress and neurotrophic factors. Neuroscience and 

Biobehavioral Reviews. 2011 Jan;35(3):804–17.  

4. Kessler RC, Avenevoli S, Ries Merikangas K. Mood disorders in children and 

adolescents: an epidemiologic perspective. BPS. 2001 Jun 15;49(12):1002–14.  

5. Fergusson DM, Boden JM, Horwood LJ. Recurrence of major depression in 

adolescence and early adulthood, and later mental health, educational and 

economic outcomes. The British Journal of Psychiatry. 2007 Oct;191:335–42.  

6. Gibb SJ, Fergusson DM, Horwood LJ. Burden of psychiatric disorder in 

young adulthood and life outcomes at age 30. The British journal of psychiatry 

: the journal of mental science. 2010 Aug;197(2):122–7.  

7. Coryell W, Scheftner W, Keller M, Endicott J, Maser J, Klerman GL. The 

enduring psychosocial consequences of mania and depression. The American 

journal of psychiatry. 1993 May;150(5):720–7.  

8. Twenge JM, Gentile B, DeWall CN, Ma D, Lacefield K, Schurtz DR. Birth 

cohort increases in psychopathology among young Americans, 1938-2007: A 

cross-temporal meta-analysis of the MMPI. Clin Psychol Rev. 2010 

Mar;30(2):145–54.  

9. Berk M, Williams LJ, Jacka FN, O'Neil A, Pasco JA, Moylan S, et al. So 

depression is an inflammatory disease, but where does the inflammation come 

from? BMC medicine. 2013;11:200.  

10. Brent DA, Holder D, Kolko D, Birmaher B, Baugher M, Roth C, et al. A 

clinical psychotherapy trial for adolescent depression comparing cognitive, 

family, and supportive therapy. Arch Gen Psychiatry. 1997 Sep;54(9):877–85.  

11. Dubicka B, Hadley S, Roberts C. Suicidal behaviour in youths with depression 

treated with new-generation antidepressants: Meta-analysis. The British 

journal of psychiatry : the journal of mental science. 2006 Nov 1;189(5):393–

8.  

12. Jureidini JN, Doecke CJ, Mansfield PR, Haby MM, Menkes DB, Tonkin AL. 

Efficacy and safety of antidepressants for children and adolescents. BMJ. 2004 

Apr 10;328(7444):879–83.  

13. Hammad TA, Laughren T, Racoosin J. Suicidality in pediatric patients treated 

with antidepressant drugs. Arch Gen Psychiatry. 2006 Mar;63(3):332–9.  



The Fish Oil Youth Depression Study 18 

 

14. Laughren T. Memorandum: overview for the December 13 meeting of 

Psychopharmacologic Drugs Advisory Committee (2006)_0815.  

15. Laughren T. Memorandum: overview for the December 13 meeting of 

Psychopharmacologic Drugs Advisory Committee. 2006.  

16. Medicines and Healthcare Products Regulatory Agency in the UK (2007).  

17. European Medicines Agency. [Internet] European Medicines Agency finalises 

review of antidepressants in children and adolescents; 2005 Apr. Available 

from: http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_and_events/ 

news/2009/12/news_detail_000882.jsp&mid=WC0b01ac058004d5c1  

18. Committee ADRA. Use of SSRI antidepressants in children and adolescents. 

[Internet]. Australian Government Department of Health and Ageing; 2004 

Oct. Available from: http://www.tga.gov.au/safety/committees-adrac-ssri-

041015.htm 

19. Berk M, Dodd S. Are treatment emergent suicidality and decreased response 

to antidepressants in younger patients due to bipolar disorder being 

misdiagnosed as unipolar depression? Med Hypotheses. 2005;65(1):39–43.  

20. Whittington CJ, Kendall T, Fonagy P, Cottrell D, Cotgrove A, Boddington E. 

Selective serotonin reuptake inhibitors in childhood depression: systematic 

review of published versus unpublished data. Lancet. 2004 Apr 

24;363(9418):1341–5.  

21. Hetrick S, Merry S, McKenzie J, Sindahl P, Proctor M. Selective serotonin 

reuptake inhibitors (SSRIs) for depressive disorders in children and 

adolescents. Cochrane database of systematic reviews (Online). 

2007;(3):CD004851.  

22. Hetrick SE, McKenzie JE, Cox GR, Simmons MB, Merry SN. Newer 

generation antidepressants for depressive disorders in children and 

adolescents. Cochrane database of systematic reviews (Online). 

2012;11:CD004851.  

23. Parker G, Gibson NA, Brotchie H, Heruc G, Rees A-M, Hadzi-Pavlovic D. 

Omega-3 fatty acids and mood disorders. The American journal of psychiatry. 

2006 Jun 1;163(6):969–78.  

24. Simopoulos AP. The importance of the omega-6/omega-3 fatty acid ratio in 

cardiovascular disease and other chronic diseases. Exp Biol Med (Maywood). 

2008 Jun 1;233(6):674–88.  

25. Smith RS. The macrophage theory of depression. Med Hypotheses. 1991 

Aug;35(4):298–306.  

26. Hibbeln JR, Salem N. Dietary polyunsaturated fatty acids and depression: 

when cholesterol does not satisfy1’2. Am J Clin Nutr. 1995 Jul;62(1):1–9.  

27. Sánchez-Villegas A, Delgado-Rodríguez M, Alonso A, Schlatter J, Lahortiga 

F, Serra Majem L, et al. Association of the Mediterranean dietary pattern with 

the incidence of depression: the Seguimiento Universidad de 



The Fish Oil Youth Depression Study 19 

 

Navarra/University of Navarra follow-up (SUN) cohort. Arch Gen Psychiatry. 

2009 Oct 1;66(10):1090–8.  

28. Hibbeln JR. Fish consumption and major depression. Lancet. 1998 Apr 

18;351(9110):1213.  

29. Tanskanen A, Hibbeln JR, Hintikka J, Haatainen K, Honkalampi K, 

Viinamäki H. Fish consumption, depression, and suicidality in a general 

population. Arch Gen Psychiatry. 2001 May;58(5):512–3.  

30. Li Y, Dai Q, Ekperi LI, Dehal A, Zhang J. Fish consumption and severely 

depressed mood, findings from the first national nutrition follow-up study. 

Psychiatry Res. 2011 Nov 30;190(1):103–9.  

31. Hoffmire CA, Block RC, Thevenet-Morrison K, van Wijngaarden E. 

Associations between omega-3 poly-unsaturated fatty acids from fish 

consumption and severity of depressive symptoms: an analysis of the 2005-

2008 National Health and Nutrition Examination Survey. Prostaglandins 

Leukot Essent Fatty Acids. 2012 Apr;86(4-5):155–60.  

32. Suominen-Taipale AL, Partonen T, Turunen AW, Männistö S, Jula A, 

Verkasalo PK. Fish Consumption and Omega-3 Polyunsaturated Fatty Acids 

in Relation to Depressive Episodes: A Cross-Sectional Analysis. Chêne G, 

editor. PLoS ONE. 2010 May 7;5(5):e10530.  

33. Innis SM. Dietary omega 3 fatty acids and the developing brain. Brain Res. 

2008 Oct 27;1237:35–43.  

34. Brown AS, Susser ES, Butler PD, Richardson Andrews R, Kaufmann CA, 

Gorman JM. Neurobiological plausibility of prenatal nutritional deprivation as 

a risk factor for schizophrenia. J Nerv Ment Dis. 1996 Feb;184(2):71–85.  

35. McGrath J, Brown A, St Clair D. Prevention and Schizophrenia--The Role of 

Dietary Factors. Schizophrenia Bulletin. 2011 Mar 1;37(2):272–83.  

36. Moylan S, Maes M, Wray NR, Berk M. The neuroprogressive nature of major 

depressive disorder: pathways to disease evolution and resistance, and 

therapeutic implications. Mol Psychiatry. 2013 May;18(5):595–606.  

37. Anderson G, Berk M, Dean O, Moylan S, Maes M. Role of immune-

inflammatory and oxidative and nitrosative stress pathways in the etiology of 

depression: therapeutic implications. CNS Drugs. 2014 Jan;28(1):1–10.  

38. Jacka FN, Pasco JA, Mykletun A, Williams LJ, Hodge AM, O'reilly SL, et al. 

Association of Western and Traditional Diets With Depression and Anxiety in 

Women. American Journal of Psychiatry. 2010 Mar 1;167(3):305–11.  

39. Severus WE, Littman AB, Stoll AL. Omega-3 fatty acids, homocysteine, and 

the increased risk of cardiovascular mortality in major depressive disorder. 

Harv Rev Psychiatry. 2001 Nov;9(6):280–93.  

40. Lin P-Y, Chiu C-C, Huang S-Y, Su K-P. A meta-analytic review of 

polyunsaturated fatty acid compositions in dementia. The Journal of clinical 



The Fish Oil Youth Depression Study 20 

 

psychiatry. 2012 Sep;73(9):1245–54.  

41. Hamazaki K, Hamazaki T, Inadera H. Abnormalities in the fatty acid 

composition of the postmortem entorhinal cortex of patients with 

schizophrenia, bipolar disorder, and major depressive disorder. Psychiatry 

Res. 2013 Nov 30;210(1):346–50.  

42. Appleton KM, Rogers PJ, Ness AR. Is there a role for n-3 long-chain 

polyunsaturated fatty acids in the regulation of mood and behaviour? A review 

of the evidence to date from epidemiological studies, clinical studies and 

intervention trials. Nutr Res Rev. 2008 Jun 1;21(1):13–41.  

43. Ng F, Berk M, Dean O, Bush AI. Oxidative stress in psychiatric disorders: 

evidence base and therapeutic implications. Int J Neuropsychopharmacol. 

2008 Sep 1;11(6):851–76.  

44. Mahadik SP, Evans D, Lal H. Oxidative stress and role of antioxidant and 

omega-3 essential fatty acid supplementation in schizophrenia. Prog 

Neuropsychopharmacol Biol Psychiatry. 2001 Apr;25(3):463–93.  

45. Zamaria N. Alteration of polyunsaturated fatty acid status and metabolism in 

health and disease. Reprod Nutr Dev. 2004 May;44(3):273–82.  

46. Appleton KM, Rogers PJ, Ness AR. Updated systematic review and meta-

analysis of the effects of n-3 long-chain polyunsaturated fatty acids on 

depressed mood. Am J Clin Nutr. 2010 Mar 1;91(3):757–70.  

47. Sublette ME, Ellis SP, Geant AL, Mann JJ. Meta-analysis of the effects of 

eicosapentaenoic acid (EPA) in clinical trials in depression. The Journal of 

clinical psychiatry. 2011 Dec;72(12):1577–84.  

48. Freeman MP, Mischoulon D, Tedeschini E, Goodness T, Cohen LS, Fava M, 

et al. Complementary and Alternative Medicine for Major Depressive 

Disorder. The Journal of clinical psychiatry. 2010 Jun 15;71(06):682–8.  

49. Bloch MH, Hannestad J. Omega-3 fatty acids for the treatment of depression: 

systematic review and meta-analysis. Mol Psychiatry. 2012 Dec;17(12):1272–

82.  

50. Lin PY, Mischoulon D, Freeman MP, Matsuoka Y, Hibbeln J, Belmaker RH, 

et al. Are omega-3 fatty acids antidepressants or just mood-improving agents? 

The effect depends upon diagnosis, supplement preparation, and severity of 

depression. Mol Psychiatry. 2012 Dec;17(12):1161–3–authorreply1163–7.  

51. Peet M, Horrobin DF. A dose-ranging study of the effects of ethyl-

eicosapentaenoate in patients with ongoing depression despite apparently 

adequate treatment with standard drugs. Arch Gen Psychiatry. 2002 Oct 

1;59(10):913–9.  

52. Nemets B, Stahl Z, Belmaker RH. Addition of omega-3 fatty acid to 

maintenance medication treatment for recurrent unipolar depressive disorder. 

The American journal of psychiatry. 2002 Mar;159(3):477–9.  



The Fish Oil Youth Depression Study 21 

 

53. Su K-P, Huang S-Y, Chiu C-C, Shen WW. Omega-3 fatty acids in major 

depressive disorder. A preliminary double-blind, placebo-controlled trial. Eur 

Neuropsychopharmacol. 2003 Aug;13(4):267–71.  

54. Silvers KM, Woolley CC, Hamilton FC, Watts PM, Watson RA. Randomised 

double-blind placebo-controlled trial of fish oil in the treatment of depression. 

Prostaglandins Leukot Essent Fatty Acids. 2005 Mar;72(3):211–8.  

55. Grenyer BFS, Crowe T, Meyer B, Owen AJ, Grigonis-Deane EM, Caputi P, et 

al. Fish oil supplementation in the treatment of major depression: a 

randomised double-blind placebo-controlled trial. Prog 

Neuropsychopharmacol Biol Psychiatry. 2007 Oct 1;31(7):1393–6.  

56. Marangell LB, Martinez JM, Zboyan HA, Kertz B, Kim HFS, Puryear LJ. A 

double-blind, placebo-controlled study of the omega-3 fatty acid 

docosahexaenoic acid in the treatment of major depression. The American 

journal of psychiatry. 2003 May;160(5):996–8.  

57. Mischoulon D, Papakostas GI, Dording CM, Farabaugh AH, Sonawalla SB, 

Agoston AM, et al. A double-blind, randomized controlled trial of ethyl-

eicosapentaenoate for major depressive disorder. The Journal of clinical 

psychiatry. 2009 Dec;70(12):1636–44.  

58. Nemets H, Nemets B, Apter A, Bracha Z, Belmaker RH. Omega-3 treatment 

of childhood depression: a controlled, double-blind pilot study. The American 

journal of psychiatry. 2006 Jun;163(6):1098–100.  

59. Jazayeri S, Tehrani-Doost M, Keshavarz SA, Hosseini M, Djazayery A, Amini 

H, et al. Comparison of therapeutic effects of omega-3 fatty acid 

eicosapentaenoic acid and fluoxetine, separately and in combination, in major 

depressive disorder. Aust Nz J Psychiat. 2008 Jan;42(3):192–8.  

60. Mischoulon D, Best-Popescu C, Laposata M, Merens W, Murakami JL, Wu 

SL, et al. A double-blind dose-finding pilot study of docosahexaenoic acid 

(DHA) for major depressive disorder. Eur Neuropsychopharmacol. 2008 

Sep;18(9):639–45.  

61. March J, Silva S, Petrycki S, Curry J, Wells K, Fairbank J, et al. Fluoxetine, 

cognitive-behavioral therapy, and their combination for adolescents with 

depression: Treatment for Adolescents With Depression Study (TADS) 

randomized controlled trial. JAMA. 2004 Aug 18;292(7):807–20.  

62. Goodyer I, Dubicka B, Wilkinson P, Kelvin R, Roberts C, Byford S, et al. 

Selective serotonin reuptake inhibitors (SSRIs) and routine specialist care with 

and without cognitive behaviour therapy in adolescents with major depression: 

randomised controlled trial. BMJ. 2007 Jul 21;335(7611):142.  

63. Giedd JN. Structural magnetic resonance imaging of the adolescent brain. 

Annals of the New York Academy of Sciences. 2004 Jun;1021:77–85.  

64. Blazer DG, Kessler RC, McGonagle KA, Swartz MS. The prevalence and 

distribution of major depression in a national community sample: the National 

Comorbidity Survey. The American journal of psychiatry. 1994 



The Fish Oil Youth Depression Study 22 

 

Jul;151(7):979–86.  

65. Note for guidance on Good Clinical Practice: annotated with TGA comments 

(CPMP/ICH/135/95) (2000).  

66. Chan A-W, Tetzlaff JM, Altman DG, Dickersin K, Moher D. SPIRIT 2013: 

new guidance for content of clinical trial protocols. The Lancet. Elsevier Ltd; 

2013 Jan 12;381(9861):91–2.  

67. Haley CL, Kennard BD, Bernstein IH, Emslie GJ, Hughes CW, Rush AJ. 

Improving depressive symptom measurement in adolescents: A psychometric 

evaluation of the Quick Inventory of Depressive Symptomatology, Adolescent 

Version (QIDS-A17). 2009 ed. University of Texas Southwestern Medical 

Center at Dallas.  

68. Guy W. Clinical Global Impressions. In: ECDEU Assessment Manual for 

Psychopharmacology, revised. 1976. National Institute of Mental Health, 

Rockville, MD. 

69. First MB, Spitzer RL, Gibbon M, Williams JBW. Structured Clinical 

Interview for DSM-IV-TR Axis I Disorders, Research Version, Patient 

Edition. New York, NY: Biometrics Research, New York State Psychiatric 

Institute; 2002.  

70. Rickwood DJ, Telford NR, Parker AG, Tanti CJ, McGorry PD. headspace — 

Australia’s innovation in youth mental health: who are the clients and why are 

they presenting? Med J Aust. 2014 Feb 3;200(2):108–11.  

71. Yung AR, Yuen HP, McGorry PD, Phillips LJ, Kelly D, Dell'Olio M, et al. 

Mapping the onset of psychosis: the Comprehensive Assessment of At-Risk 

Mental States. Aust N Z J Psychiatry. 2005 Nov;39(11-12):964–71.  

72. Amminger GP, Schäfer MR, Papageorgiou K, Klier CM, Cotton SM, Harrigan 

SM, et al. Long-chain omega-3 fatty acids for indicated prevention of 

psychotic disorders: a randomized, placebo-controlled trial. Arch Gen 

Psychiatry. 2010 Feb;67(2):146–54.  

73. Montgomery SA, Asberg M. A new depression scale designed to be sensitive 

to change. The British Journal of Psychiatry. 1979 Apr;134:382–9.  

74. Posner K, Brown GK, Stanley B, Brent DA, Yershova KV, Oquendo MA, et 

al. The Columbia-Suicide Severity Rating Scale: initial validity and internal 

consistency findings from three multisite studies with adolescents and adults. 

American Journal of Psychiatry. 2011 Nov 29;168(12):1266–77.  

75. Young RC, Biggs JT, Ziegler VE, Meyer DA. A rating scale for mania: 

reliability, validity and sensitivity. The British Journal of Psychiatry. 1978 

Nov;133:429–35.  

76. Goldman HH, Skodol AE, Lave TR. Revising axis V for DSM-IV: a review of 

measures of social functioning. The American journal of psychiatry. 1992 

Sep;149(9):1148–56.  



The Fish Oil Youth Depression Study 23 

 

77. Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand SLT, et 

al. Short screening scales to monitor population prevalences and trends in non-

specific psychological distress. Psychol Med. 2002 Aug;32(6):959–76.  

78. Spitzer RL, Kroenke K, Williams JBW, Löwe B. A brief measure for 

assessing generalized anxiety disorder: the GAD-7. Arch Intern Med. 2006 

May 22;166(10):1092–7.  

79. Humeniuk R, Ali R, Babor TF, Farrell M, Formigoni ML, Jittiwutikarn J, et al. 

Validation of the Alcohol, Smoking And Substance Involvement Screening 

Test (ASSIST). Addiction. 2008 Jun;103(6):1039–47.  

80. Giles C, Ireland P: Dietary Questionnaire for Epidemiological Studies 

(Version 2). Melbourne, Cancer Council Victoria, 1996.  

81. Altman EG, Hedeker D, Peterson JL, Davis JM. The Altman Self-Rating 

Mania Scale. BPS. 1997 Nov 15;42(10):948–55.  

82. Horvath A, Greenberg L. Development and validation of the Working 

Alliance Inventory. J Couns Psychology. 1989; 36(2):223-233.  

83. Uher R, Farmer A, Henigsberg N, Rietschel M, Mors O, Maier W, et al. 

Adverse reactions to antidepressants. The British journal of psychiatry : the 

journal of mental science. 2009 Sep 1;195(3):202–10.  

84. Hamer RM, Simpson PM. Last observation carried forward versus mixed 

models in the analysis of psychiatric clinical trials. American Journal of 

Psychiatry. 2009 Jun;166(6):639–41.  

85. Altman DG. Confidence intervals for the number needed to treat. BMJ. 1998 

Nov 7;317(7168):1309–12.  

86. Kraemer HC, Frank E, Kupfer DJ. How to assess the clinical impact of 

treatments on patients, rather than the statistical impact of treatments on 

measures. Int J Methods Psychiatr Res. 2011 Apr 25;20(2):63–72.  

87. Hetrick SE, McKenzie JE, Merry SN. The use of SSRIs in children and 

adolescents. Current opinion in psychiatry. 2010 Jan;23(1):53–7.  

88. Collett, D. Modelling Survival Data in Medical Research (2nd ed.). Boca 

Raton: Chapman & Hall/CRC 2003. 

89.  Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand SL, et al. 

Short screening scales to monitor population prevalence and trends in non-

specific psychological distress. Psychol Med 2002; 32: 959-76. 


