SUPPLEMENTARY FILE
Sahaj Samadhi Meditation 

During the practice of Sahaj Samadhi meditation, the mind moves from the active thinking level to a silent yet fully alert state of awareness, where the meditator is aware of awareness itself, devoid of thought. This state of complete inner silence, often referred to as “pure consciousness” or “transcendental consciousness”, is produced through distinct meditation practices derived from the ancient Vedic tradition, as described in Patanjali’s yoga sutras(1). 
A meditation, such as Sahaj Samadhi which involves automatic transcending of the procedure of meditation itself to a state lacking mental activity, is assigned to the meditation category referred to as “Automatic Self Transcending Meditation” (ASTM). 

ASTM differs from other categories of meditation since any attempt to concentrate, control the mind, or sustain monitoring of one’s environment or thoughts is seen to interfere with the process of transcending itself. 

ASTM meditations can be learned easily by individuals of all ages, cultures, and educational backgrounds. They are taught in a standardized, manualized manner by certified instructors from their respective educational educational organizations who have undergone standardized training, ensuring consistency of results globally. The major difference between SSM and the other known form of ASTM, Transcendental Meditation, is the structure of the course itself: SSM is taught over 3 two hour sessions for mainstream populations, and over four two hour sessions for certain clinical populations including those presenting with opioid dependence, anxiety, PTSD, and depression. Transcendental meditation is taught in seven distinct steps over six days, with sessions ranging from approximately 1  - 2 ½ hours.

Comparison of SSM with psychological therapies 

In general, non-pharmacological techniques such as Cognitive Behavioural Therapy (CBT), problem solving therapy, and other meditative techniques may alleviate depressive symptoms by positively affecting cognition, emotions and behavioural skills(2). CBT for example aims to replace negative appraisal of life events with more adaptable, realistic ones, while problem solving therapy aims to reduce negative emotions with positive ones as a whole(2). However, as described above, SSM is different in its structure and practice.  In addition to the inherent variability between such interventions, it is implausible to make the connection between these well-established non-pharmacological techniques and a novel technique like SSM due to a lack of studies on the latter. More research is warranted to understand the psychological mechanisms underlying SSM. 
Mood Assessments
Change in depressive symptoms were rated on the Hamilton Depression Rating Scale 17-item version (HAM-D17)(5) by a blinded rater. The structured HAM-D17 scale is a 17-item questionnaire used to assess the severity of symptoms of depression in adults with major depression(3).  It is one of the most widely used tools for assessing longitudinal change in depressive symptoms in clinical trials. The rater administered the Physical Activity Scale for the Elderly (PASE)(4) to assess exercise and activity levels of participants at each visit. The ten item PASE questionnaire assesses physical activity in aduts aged 65 and up. The assessment examines the frequency and intensity of walking/running, sports, recreational activities, housework, paid or volunteer work and other activities during the week prior to administration(4). The rater also administered a Clinical Global Impression Improvement (CGI-I) at weeks 4, 8, 12, and 24. The CGI-I is a practical, easily understood way of summarizing the change in depressive symptoms of a participant at a given time compared to the participants state at baseline. This categorical scale rates participants from 1 (very much improved since study enrollment) to 7 (very much worse since study enrollment)(5).
During the same clinical assessments participants self-administered the Geriatric Depression Scale (GDS)(6), the Geriatric Anxiety Inventory (GAI)(7), the Quality of Life Profile Seniors Version (QOLPSV)(8), and the Toronto Side Effects Scale (TSES)(9). The GDS is a 15-item, shortened version of the original 30-item GDS, self-rated questionnaire for assessment of depression in the elderly. It is considered to be valid, reliable, easy to administer and easy to interpret(6). The 20-item self-administered GAI questionnaire reliably measures anxiety symptoms using a dimensional approach and can detect Generalized Anxiety Disorder or any anxiety disorder in the elderly(7). The QOLPSV is a valid and reliable tool used to assess the extent to which participants enjoy their life. It is unique from other quality of life scales as it considers aspects of personal control and opportunities for change(8). The comprehensive 32-item TSES is a simple questionnaire that examines the frequency and severity of various side effects(9). Changes in medications including dosage adjustments were recorded at each clinical assessment.
A number of sensitivity analyses were conducted, whereby CIRS-G, MDE onset, smoking status, medication use, and alcohol consumption were individually added to the unadjusted models, yielding results that were largely similar to the unadjusted models (eTable 3 and eTable 4). Lastly, among participants in the intervention group we examined whether spirituality beliefs, as measured by the QOLPSV spiritual being component, were associated with the change in HAM-D scores. Spirituality importance, satisfaction, and the relative score at baseline were not associated with the change in HAM-D scores (all p values>0.05).
Table S1: Additional demographic and clinical characteristics of the intervention (SSM) and control (TAU) group.
	
	Intervention

(n=40)
	Control 

(n=43)

	Post-secondary or higher education
	19 (59%)
	21 (62%)

	Married or common-law
	20 (63%)
	17 (50%)

	Type of housing
	
	

	
Apartment
	6 (19%)
	12 (35%)

	
Townhouse/condominium
	9 (28%)
	4 (12%)

	
House
	17 (53%)
	18 (53%)

	Rental housing
	8 (25%)
	15 (44%)

	
	
	


There were no significant differences between conditions on any demographic or clinical variable listed. There were 17 cases of missing data for education, marital status, housing, and ethnicity
Abbreviations: Sahaj Samadhi Meditation (SSM), and Treatment as Usual (TAU).
Table S2. Baseline HRV-related and mental health measures for the intervention (SSM) and control (TAU) group.
	
	Intervention
	Control

	
	n
	Median (Q1, Q3)
	n
	Median (Q1, Q3)

	HF HRV (msec2)
	37
	79.79 (34.69, 142.09)
	42
	154.59 (60.02, 334.87)

	RMSDD (msec)
	37
	16.05 (9.87, 22.36)
	42
	20.95 (12.2, 35.05)

	NN50 
	37
	4 (0, 12)
	42
	6.5 (1, 45)

	
	n
	Mean (SD)
	n
	Mean (SD)

	Systolic Blood Pressure (mm Hg)
	37
	124.59 (14.47)
	42
	120.81 (13.96)

	Diastolic Blood Pressure (mm Hg)
	37
	71.76 (8.69)
	42
	70.81 (8.87)

	HAM-D
	40
	14.16 (4.1)
	43
	15.2 (4.38)

	GDS
	40
	9.06 (2.71)
	41
	8.85 (3.28)

	GAI
	39
	11.06 (5.58)
	42
	11.61 (5.49)

	PASE
	40
	94.28 (47.51)
	43
	80.12 (46.43)

	QOLPSV
	39
	9.6 (23.43)
	42
	4.46 (21.54)

	TSES
	38
	129.39 (58.49)
	38
	128.26 (62.58)


There were no significant differences between conditions on any demographic or clinical variable
Abbreviations: Sample Size (n), Quartile 1 (Q1), Quartile 2 (Q2), Standard Deviation (SD), Low Frequency Heart Rate Variability (LF HRV), High Frequency Heart Rate Variability (HF HRV), Standard Deviation of Normal-to-Normal Intervals (SDNN), Root Mean Square of Successive Differences (RMSDD), Number of Pairs of adjacent NN intervals differing by more than 50 milliseconds (msec) in the entire recording (NN50), Hamilton Depression 17 (HAM-D), Geriatric Depression Scale (GDS), Geriatric Anxiety Scale (GAI, Physical Activity Scale for the Elderly (PASE), Quality of Life Profile Seniors Version (QOLPSV),  and Toronto Side Effects Scale (TSES).
Table S3. Estimated change in HRV related exploratory outcome variables for the intervention (SSM) and control (TAU) group and their associated 95% confidence interval (CI).
	Baseline to 12-weeks
	Estimated Change (95% CI)a
	 P value

	HF HRV
	
	

	
Mean Difference b
	0.182 (-0.40, 0.76)
	.53

	
Intervention
	0.118 (-0.30, 0.53)
	.57

	
Control
	-0.064 (-0.47, 0.35)
	.75

	LF HRV
	
	

	
Mean Difference b
	0.034 (-0.44, 0.51)
	.89

	
Intervention
	0.017 (-0.32, 0.35)
	.92

	
Control
	-0.017 (-0.36, 0.33)
	.92

	SDNN
	
	

	
Mean Difference b
	0.109 (-0.09, 0.31)
	.28

	
Intervention
	-0.006 (-0.15, 0.14)
	.93

	
Control
	-0.116 (-0.26, 0.03)
	.11

	RMSDD
	
	

	
Mean Difference b
	0.142 (-0.15, 0.43)
	.34

	
Intervention
	0.013 (-0.19, 0.22)
	.89

	
Control
	-0.128 (-0.34, 0.08)
	.23

	NN50
	
	

	
Mean Difference b
	.503 (-0.15, 1.16)
	.13

	
Intervention
	0.26 (-0.21, 0.72)
	.26

	
Control
	-0.244 (-0.71, 0.22)
	.30

	Systolic BP*
	
	

	
Mean Difference b
	4.58 (-0.06, 9.21)
	.053

	
Intervention
	2.63 (-0.60, 5.86)
	.10

	
Control
	-1.95 (-5.49, 1.59)
	.27

	Diastolic BP*
	
	

	
Mean Difference b
	3.273 (-0.03, 6.57)
	.052

	
Intervention
	2.042 (-0.87, 4.96)
	.15

	
Control
	-1.230 (-2.96, 0.51)
	.16

	Respiratory Rate (bpm)*
	
	

	
Mean Difference b
	-0.454 (-0.98, 1.88)
	.52

	
Intervention
	-0.019 (-1.08, 1.05)
	.97

	
Control
	-0.473 (-1.49, 0.55)
	.35


Note: unless otherwise specified*, larger values denote greater improvement. HF HRV, LF HRV, RMSDD, and NN50 are natural log transformed.
 a Results of linear mixed models of change from baseline to 12 weeks, adjusting for baseline 
   scores;
 b Interaction effect, represents the difference in change score between the two groups.
  

Table S4. Estimated change in mental health measures for the intervention (SSM) and control (TAU) group, and associated 95% confidence interval (CI).
	Baseline to 12-weeks
	Baseline Adjustment Change (95% CI)a
	P value

	Hamilton Depression 17 (HAM-D)
	
	

	
Mean Difference b
	-2.66 (-5.05, -0.26)
	.03

	
Intervention
	-3.96 (-6.00, -1.91)
	.0009

	
Control
	-1.30 (-2.65, 0.05)
	.060

	Geriatric Anxiety Inventory (GAI)
	
	

	
Mean Difference b
	-2.37 (-4.37, -0.36)
	.021

	
Intervention
	-3.71 (-5.15, -2.26)
	<.0001

	
Control
	-1.34 (-2.77, 0.10)
	.07

	Clinical Global Impression- Improvement (CGI-I) 
	
	

	
Mean Difference b
	-0.80 (-1.46, -0.15)
	.018

	
Intervention
	2.85 (2.3, 3.4)
	<.0001

	
Control
	3.65 (3.26, 4.04)
	<.0001

	Physical Activity Scale for the Elderly (PASE)*
	
	

	
Mean Difference b
	11.00 (-7.01, 29.01)
	.22

	
Intervention
	3.32 (-12.02, 18.67)
	.65

	
Control
	-7.68 (-18.09, 2.73)
	.14

	Quality of Life Profile: Seniors Version (QOLPSV)* e
	
	

	
Mean Difference b
	1.91 (-8.54, 12.37)
	.72

	
Intervention
	10.23 (2.95, 17.50)
	007

	
Control
	8.31 (0.63, 16.00)
	.035

	Toronto Side Effects Scale (TSES)
	
	

	
Mean Difference b
	-0.14 (-21.94, 21.66)
	.99

	
Intervention
	-14.75 (-30.46, 0.96)
	.06

	
Control
	-14.62 (-30.25, 1.02)
	.07


Note: unless otherwise specified*, smaller values denote greater improvement
 a Results of linear mixed models of change from baseline to 12 weeks, adjusting for baseline   

   scores
 b Interaction effect, represents the difference in change score between the two groups.
Table S5.  Clinical change in depressive symptoms (HAM-D) of the intervention (SSM) and control (TAU) group.
	
	Percent Reduction in HAM-D from Baseline
	
	Percent Response (>50 % reduction in HAM-D)
	
	Percent Remission (HAM-D ≤7)

	
	Week 

4
	Week 

8
	Week 

12
	
	Week 

4
	Week 

8
	Week 

12
	
	Week 

4
	Week 8
	Week 12

	SSM
	11.9
	19.2
	27.4*
	
	10
	18
	30*
	
	21
	28
	40*

	TAU
	1.6
	8.5
	9.5*
	
	7
	12
	12*
	
	5
	14
	16*


Note: Larger percentage values denote a greater number of improved participants.

*Significant difference between the two groups (p<.05)

Abbreviations: Sahaj Samadhi Meditation (SSM), Treatment as Usual (TAU), Hamilton Depression 17 (HAM-D)
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