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ABSTRACT - Depression is increasingly recog-
nised as a common sequel to acquired brain
injury and the use of antidepressant medication
in this context has increased markedly over
recent years. However, these drugs are not
without side effects — some of them serious — and
they should not be used without proper evalua-
tion and monitoring. This set of concise guidance
was developed jointly by the British Society of
Rehabilitation Medicine, the British Geriatrics
Society and the Royal College of Physicians, to
guide clinicians working with people who have
brain injury of any cause (ie stroke, trauma,
anoxia, infection etc). The guidance covers (a)
screening and assessment of depression in the
context of brain injury, (b) issues to consider and
discuss with the patient and their family before
starting treatment, and (c) proper treatment
planning and evaluation - including planned
withdrawal at the end of treatment.
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Box 1. Depression in acquired brain injury (ABI).

Reasons why depression may occur following ABI

® An emotional response to the sudden onset of disability and its associated

life changes.

® A direct result of the brain injury leading to altered biochemical balance
within the brain and resulting change in the background level of mood.

® Preceding tendency to depression or history of depressive illness.

Reasons why symptoms that mimic depression may occur following ABI

® Other emotional disorders associated with brain injury, such as apathy or
emotional lability, may give the appearance of depression.

® Somatic symptoms which characterise depression in the normal population
may occur as a result of hospitalisation or from the brain injury itself. These
symptoms may include:
— loss of energy, appetite and libido
— altered sleeping habits
— poor concentration, inability to make decisions, etc.

® Abnormal physical expressions of emotional status may give the
appearance of depression, eg:
— disorders of facial expression
— flat speech patterns
— general physical slowness.
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Introduction and aims

Acquired brain injury (ABI) — whether due to stroke,
trauma or any other cause — is frequently compli-
cated by depression, which can interfere with
rehabilitation, leading to poorer outcomes. The use
of antidepressants in the treatment of depression
following ABI is increasingly widespread. Because it
may not be practical to involve a psychiatrist in all
cases, first line management is usually undertaken by
general clinicians. However, at present, many people
are given antidepressant medication as a matter of
routine — often without their knowledge and without
any clear treatment plan.

The aim of these guidelines is to provide the
general physician, GP or other clinician with a safe
approach to managing minor to moderate depression
in the context of rehabilitation or recovery from ABI,
and to identify those individuals who require referral
to mental health services.

The guidelines focus on the use of antidepressant
drugs, but these are by no means the only way to
manage depression following ABI, and it is impor-
tant in any event to consider other contributing
factors before reaching for the prescription pad.
Alternative interventions may include simple mea-
sures to address environmental or other factors
which contribute to low mood (such as missing their
home and family, or worries about life outside
hospital), and non-pharmacological interventions,
such as ‘talking therapies for patients who have the
cognitive and communicative abilities to engage
successfully.

The guidelines have been prepared in accordance
with the principles laid down by the AGREE
Collaboration (Appraisal of Guidelines for REsearch
and Evaluation).! A summary of the guideline devel-
opment process is given in Table 1. Although devel-
oped specifically with brain injury in mind, the main
principles applied here may also be applicable in
other conditions, especially where the person’s ability
to interact is impaired.

*A fuller version of this guidance will be published by
the Royal College of Physicians in June 2005. See
end of paper for details.
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The aetiology of depression in
acquired brain injury

Reported frequencies of depression following
ABI vary, but are generally around 30-40%.%”7
Depression may remit between one and two
years after injury,®-1 at least in a proportion of
cases. The aetiology of depression in the context
of ABI is often multifactorial, and it is important
to understand the reasons why it occurs in order
to determine the circumstances in which antide-
pressants may or may not help (see Box 1).
Antidepressants may be helpful for depression,
and possibly other mood disorders such as emo-
tional lability, but are unlikely to be helpful
where clinical features of the brain injury itself
mimic depression.

Diagnosis and measurement of
depression

The possibility of depression should be consid-
ered in all patients following ABI. Screening
and assessment of depression, however, carries
no benefit if it is not followed through to appro-
priate treatment planning and continued
monitoring to ensure response. A number of
measures have been developed to quantify
depression. These exist in several different
formats which may be chosen to suit the
patient’s capabilities in response. Whatever the
assessment process used, it must be timely and
practical to allow for repeat use on subsequent
occasions for comparison. The fuller version of
this guidance (see end of paper) provides a
more detailed account of the various scales
available, but three simple and freely available
scales are presented here for basic screening in
clinical settings. These are:

o Depression Intensity Scale Circles (DISCs)!!
—a simplified visual analogue scale
specifically designed for people with
communication or cognitive difficulties,
but who have adequately preserved visuo-
spatial skills (Fig 1).

o The Short-Form Geriatric Depression Scale
(GDS-15)!?" — a simple questionnaire-
based tool for people with adequate verbal
and language skills (Box 2).

* Scales such as the Hospital Anxiety and
Depression Scale (HADS) or the Beck
Depression Inventory (BDI) are also widely used,
but their use is restricted by copyright.
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Table 1. Guideline development process.

Scope and purpose

Overall objective of
the guidelines

The patient group
covered

Target audience

Clinical areas
covered

To clarify the main indications and contraindications to the
use of antidepressants and provide guidance on a safe
approach to managing mild to moderate degrees of
depression in the context of recovery and rehabilitation
following acquired brain injury (ABI).

Adults with ABI of any cause, including stroke and other
vascular injury, trauma, inflammation/infection, anoxia etc,
who present with depression or low mood in the context of
recovery or rehabilitation in inpatient or community settings.

General physicians, GPs and other clinicians involved in
the management and rehabilitation of patients with ABI.

® Screening and assessment of depression in the context
of ABI

® Selection of patients for whom antidepressants are
appropriate

® Providing information and obtaining informed consent

® Treatment planning and monitoring, including withdrawal

® Which patients to refer for formal psychiatric advice.

Stakeholder involvement

The Guideline
Development Group
(GDG)

Funding

Conflicts of interest

A multidisciplinary working party representing:

® physicians practising in stroke medicine, and
rehabilitation for adults across the age ranges

@ liaison psychiatry, neuropsychiatry, clinical
neuropsychology

® primary care

® representatives of patients and user groups.

The project was jointly funded by the British Society of

Rehabilitation Medicine (BSRM) and the British Geriatrics

Society (BGS).

Conflicts of interest were fully declared and are summarised
in Appendix 1 of the fuller version of this guidance.

Rigour of development

Evidence gathering

Review process

Links between
evidence and
recommendations

Piloting and
peer review

Evidence for these guidelines was provided by review of
Cochrane Library, Medline, Embase, conference proceedings
and other guidelines up to October 2004. Articles not
published in English were excluded. As part of the guideline
development, a survey of consultant members of the BSRM
and BGS was undertaken to establish current practice in the
UK regarding the use of antidepressant medication in the
context of rehabilitation following ABI.23

The evidence was evaluated by members of the GDG.

The system used to grade the evidence and guidance
recommendations is that published by the Royal College

of Physicians.?® In the absence of specific research evidence
on which to base the detailed advice, all recommendations
in this set of guidelines are graded at level C.

Not yet piloted.

Implementation

Tools for application

Plans for update

Tools for implementation are included in the fuller version of
this guidance.

The guidelines will be reviewed in 2008.
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Fig 1. The Depression
Intensity Scale Circles
(DISCs).'" The DISCs is
displayed on a laminated
card; each circle is 2 cm in
diameter; the scale
measures 15 cm from the
centre of the bottom circle
to the centre of the top
circle; a pictorial version is
also available.

Box 2. Geriatric Depression Scale (Short Version).'2

SIOIOION I _

No depression

Most severe depression

Instructions for administration

e This is a scale to measure depression.
Please point to each of the circles in turn to make sure
that you can see them all.
[Continue only if satisfactorily accomplished]

* The grey circles show how depressed you feel.

[Indicate the clear circle at the bottom]
¢ The bottom circle shows no depression.

[Indicate the fully shaded circle at the top]
¢ The top circle shows depression as bad as it can be.

[Pointing at each circle in ascending order]
¢ As you go from the bottom circle to the top, you can see that
depression is becoming more and more severe.

¢ Which of these circles shows how depressed you feel today?

To the administrator:
In your opinion was the person able to understand this scale?

Yes |:| No |:|

Comment

Points for
Response
Choose the best answer for how you felt
over the past week. Yes No
Are you basically satisfied with your life? (] 1
2 Have you dropped many of your activities
and interests? 1 (0]
3 Do you feel that your life is empty? 1 (0]
4 Do you often get bored? 1 (0]
5 Are you in good spirits most of the time? (o] 1
6 Are you afraid that something bad is going
to happen to you? 1 (0]
7 Do you feel happy most of the time? o 1
8 Do you often feel helpless? 1 (0]
9 Do you prefer to stay at home, rather than
go out and do new things? 1 (0]
10 Do you feel you have more problems with
memory than most? 1 (0]
11 Do you think it is wonderful to be alive now? O 1
12 Do you feel pretty worthless the way you
are now? 1 (0]
13 Do you feel full of energy? (0] 1
14 Do you feel that your situation is hopeless? 1 (o]
15 Do you think that most people are better off
than you are? 1 (0]

Total score

Interpretation of scores:

0-5: ‘normal’ for older people;

6-9: borderline depression;
10-15: probable depression.
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e The Signs of Depression Screening Scale (SDSS)! — a simple
tool based on observation of behaviour such as crying, with-
drawal, or apathy which may be useful where the individual
is unable to respond to either of the above (Box 3).

More detailed assessment is then required for those in whom
depression is suspected, to distinguish symptoms of depression
from the general effects of ABI, and to quantify the severity
of depression prior to considering treatment. A schema for
assessment is outlined in Fig 2.

Capacity and consent

The capacity to consent to treatment requires the patient to be

able to:

(a) understand and retain information about the treatment
proposed and any alternative options that may be
available, and

(b) weigh up the benefits and risks associated with treatment,
including any possible consequences of declining
treatment.

Box 3. Signs of Depression Screening Scale (SDSS).'3

1 Does the patient sometimes look sad, miserable or

depressed? Yes/No
2 Does the patient ever cry or seem weepy? Yes/No
3 Does the patient seem agitated, restless or anxious? Yes/No
4 s the patient lethargic or reluctant to mobilise? Yes/No
5 Does the patient need a lot of encouragement to do

things for him/herself? Yes/No
6 Does the patient seem withdrawn, showing little

interest in the surroundings? Yes/No

Total score

Score 1 for ‘yes’ and O for ‘no’.
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Fig 2. Screening and assessment

of depression in ABI. Which patients

DSM-IV = Diagnostic and Statistical
Manual of Mental Disorders, All
American Psychiatric Association,
1994. BDI = Beck Depression
Inventory |I.

*Use of the Beck Depression
Inventory scales is restricted by
copyright. It is necessary to
purchase a licence to use them.
Obtainable from Harcourt

Level I:

Screening at each clinical review

* Yale Question:
Do you ever feel sad or depressed?

* Or ask nursing staff/carers/family:
Do you think he/she feels sad or
depressed?

¢ Is their mood different from the

Assessment. Halley Court, Jordan
Hill, Oxford OX2 8EJ. Tel: 01865

Any patient in
whom depression
is suspected or
treatment is being
considered

888188. Fax: 01865 314348
Email: info@harcourt-uk.com

normal state?
Level II:

Simple assessment of severity

Visual analogue scales, eg:

* Depression Intensity Scale Circles
(DISCs)

Verbal scales, eg:

* Geriatric Depression Scale Short
version (GDS-15)

Behavioural scale

* Signs of Depression Scale (SDSS)

Patients with
complex
presentation or in
whom the diagnosis
is in doubt

(see Box 1)

Level lli:

More complex assessment by

structured interview (requires training)

e Present State Examination to complete
DSM-IV

* Or based on standard assessment

Severe/resistant
depression or
suicide risk :

tool, eg BDI-II*
Level IV:

Formal psychiatric assessment

Administered by:

Medical staff or other
member of the multi-
disciplinary team
(MDT)

Members of the
MDT

Clinical psychologist
or MDT member with
appropriate training

Psychiatrist or
neuropsychiatrist

People who have ABI may have cognitive and communicative
difficulties that limit their capacity to make informed decisions
about their treatment and to give consent, or their judgement
may be clouded by the depression itself. In these situations,
assessment may be complex and formal psychiatric advice may
be required.

Even when patients can give consent, they may feel uncertain
about why treatment is being recommended. Every effort should
be made to provide the right information at the right time
and in an accessible format (see fuller version for sample
information sheet).

The evidence for use of antidepressants in people
with ABI

Systematic review and assimilation of the evidence for use of
antidepressants in ABI is confounded by heterogeneity in
research design, time-points of measurement and instruments
used to assess depression. Most studies to date have examined
short-term effects only, with no standardised assessment of

Clinical Medicine Vol 5 No 3 May/June 2005

adverse effects. There is little or no formal research-based evi-
dence to date to inform the most appropriate regimen or length
of treatment. However, the following general conclusions may
be drawn from the literature:

e Antidepressants are reasonably safe and acceptable to
patients, but probably less effective than originally
supposed. Overall, approximately four patients would need
to be treated to produce one recovery, and one in ten
patients would drop out because of side-effects.!*

e All antidepressant drugs lower the threshold for seizures,
which is a particular concern in the context of ABI.

e Improvement in symptoms of depression or lability is often
reported,'>~!° but actual gains in function or quality of life
are harder to demonstrate.?

e Selective serotonin re-uptake inhibitors (SSRIs) appear
generally to be about as effective as tricyclic antidepressants
(TCAs), but have fewer reported side-effects,?! and are
probably therefore cost efficient despite the slightly higher
drug costs.??
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Table 2. Concise guidelines on the use of antidepressant medication following acquired brain injury.

These guidelines are summarised in Fig 3.

Grade of recommendation

Grade of recommendation
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Screening’ C

The possibility of depression should be considered

for any patient with acquired brain injury.

® At the very least the patient should be asked ‘Do
you often feel sad or depressed?’ at each assessment.

® For individuals who are unable to respond, staff
should consider whether their behaviour suggests
depression (eg apathy, withdrawal, non-compliance,
excessive crying etc).

® Assessment should include inquiry for prior psychiatric
history or any previous use of antidepressant
medication, and should take into account previous
personality and emotional traits, and change from
normal personality.

® The cause of apparent distress should be explored
with the patient by an appropriate professional.

More detailed assessment of mood" C
For patients in whom depression is suspected, more
detailed assessment of mood should be undertaken:
® using validated instruments, interview and/or

observation
® to determine the severity of depression and

contributing factors.

Before considering treatment for depression: C

The clinician should consider the following questions:™

® |Is depression interfering with the patient’s quality of life
or progress in rehabilitation?

® Is antidepressant treatment really needed at this time
or are other interventions more appropriate in the
first instance?
For example, are there simple interventions which
would improve quality of life and hence boost the
patient’s mood?

® Has a period of watchful waiting (ie at least 2—-3 weeks)
demonstrated that the problem is not resolving
spontaneously?

® Has the patient and their family (where appropriate)
been properly informed about the nature of depression
and different treatment options?

Before starting an antidepressant: C
The clinician should consider the following questions:’
® Are there any contraindications to treatment?
® Do the likely benefits outweigh the risks?
® Has the patient given informed consent — or, if unable
to consent, have appropriate procedures been followed?
® How will you know if the antidepressant has worked?

Formulating the treatment plan* ©
Antidepressants should be prescribed according to an
agreed treatment plan which includes:
a Baseline assessment using an appropriate validated
measure of depression
b Baseline urinalysis, and blood samples for FBC, U&E
and LFTs
c Selection of an appropriate agent
d Clinical review of initial response to optimise dose
at 2-3 weeks

e Repeat assessment of mood after 6-8 weeks (using the
same measure as in (a)) to assess the effect

f In the case of a positive treatment response, an agreed
treatment plan outlining:

— length of treatment (usually 6 months)
— procedure for withdrawal at the end of treatment
and who will supervise this.

g [f the response to an appropriate dose of medication
is poor or absent at 6-8 weeks, the drug should be
withdrawn and alternative treatment or referral
considered.

6 During treatment ©
® Patients should see their doctor regularly during

treatment (at least every 2 months) and any clinical

deterioration during treatment should be investigated. In
particular, the following should be considered as possible
side-effects of treatment:

— hyponatraemia, seizures, Gl bleeding, anti-cholinergic
symptoms, sexual dysfunction, sedation, hallucinations,
increased confusion, headache.

® Antidepressant medication should not be given under
automatic repeat prescription, and no more than 2 months
supply should be given in any prescription.

7 Referral for formal psychiatric review C
The patient should be referred for formal psychiatric
review if:
® Depression is very severe or resistant to treatment
® There is a past history of psychiatric disorder
® The patient shows evidence of suicidal ideation or
intent — this should trigger emergency referral
® It seems likely that the patient needs to be treated
under section of the Mental Heath Act 1983 or
equivalent.

8 Withdrawal from treatment @
At the end of the treatment period (4 to 6 months) there
should be a planned withdrawal of antidepressant
medication, which should be undertaken gradually over a
period of 1 to 2 months.

Prior to withdrawal:

® The patient's mood should be re-evaluated using the
same measure as at baseline

® The patient/family should be warned to expect
rebound symptoms.

In the event of significant longer-lasting relapse of
depression, the need for long-term treatment should be
considered and formal psychiatric advice sought.

* See Fig 1 and the fuller version for further details.

** See checklist in the fuller version.

T The checklist in the fuller version may be freely photocopied to assist in
this process

T This process is summarised in Fig 2.

FBC = full blood count; LFT = liver function tests; U&E =.Urea and
electrolytes.
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e TCAs, however, may still have a role, Screen for depression
particularly in the presence of symptoms
such as neuropathic pain, hyper-salivation Y
or insomnia, where their ‘side-effects’ may Assessment of mood Not depressed:
actually be desirable.?® Record: > o Supportive management
* presenting features suggesting - * Be on alert for signs of
depression i ) developing depression
Choi f antid t e details of any previous history and
oice of antidepressan treatment
. L. * assessment of mood using validated Severe depression or
There are important Pharmaco—kmetlc dlffe.r— measures > complex presentation
ences between the six SSRIs currently avail- * eg suicidal
able, notably in their ability to inhibit hepatic ¢ . E_rewous psychiatric
cytochrome P450 iso-enzymes which are Mild to moderate depression Istory
responsible for the metabolism of many y Interre.rmg Wltht rehablllltatlon, not
2 . resolving spontaneously
drugs. Cltalopram and sertraylne are among « Consider options for treatment, risk-
the more specific agents and in vitro studies benefit analysis Y
suggest they are least likely to inhibit these * Discuss alternatives with patient and .
. A t f rehabilitati family Psychiatric referral
1S0-€nzymes. rece¥1 S}nTvey(.) rehabilitation * Obtain informed consent/assent
consultants and geriatricians in the UK?* has
demonstrated these two agents to be the most . ‘ .
common first choice for management of If antidepressants appropriate
depression following ABI at present. More ¢
detailed information about the choice of anti- m e
L . . gree treatment plan
depressant‘ s given in the fullef version. « Record baseline measures
Recent preliminary data in non-brain-injured « Who will monitor and adjust
patients suggest that St John’s Wort may be as treatment
effective and better tolerated than paroxetine, #
but there is as yet no data on patients with
ABI, or in comparison with the more specific Start antidepressant
agents which are preferred in this context.?®
Y
The guidelines Minimal or no Clinical review at 2-3 weeks Response*
response
The guidelines are laid out in Table 2 and / \
summarised systematically in Fig 3. Adjustdto optimal G
ose

RN

Acknowledgement Formal review at 6-8 weeks

. . . Repeat measure Good
Support for preparation of this manuscript no response Record change from baseline response

was kindly provided by the Luff Foundation.

Still minimal or

Ref Discontinue treatment Continue treatment
ererences Consider: Agree long-term treatment plan
1 AGREE Collaboration. Guideline development in * Other aptldepressant . * Details of prescription
Europe: an international comparison. J Techrol ¢ Alternative treatment options * Recommended length of treatment and
pe: p ’ * Psychiatric referral end date
Assess Healthcare 2000;16:1036—46. o How treatment will be monitored
2 Turner-Stokes L, Hassan N. Depression after * Who will be responsible for withdrawal

stroke: a review of the evidence base to inform the

development of an integrated care pathway. Part Usually 4-6 months from start
1: Diagnosis, frequency and impact. Clin Rehabil Y

2002;16(3): 231-47. Withdrawal of treatment
3 Gustafson Y, Nilsson I, Mattsson M, Astrom M, .
* Repeat measure of depression

Bucht G. Epidemiology and treatment of post- « Warn patient/family about rebound

stroke depression. Drugs Aging 1995;7(4): effects

298-309. * Graded withdrawal over 1-2 months
4 Kreutzer JS, Seel RT, Gourley E. The prevalence

and symptom rates of depression after traumatic Fig 3. Depression management flowchart (see Guidelines, Table 2). *Response to

brain injury: a comprehensive examination [see SSRIs is often seen within 1-2 weeks of starting treatment, but TCAs may take

Comment]. Brain Injury 2001;15(7):563-76. longer to have effect.

Clinical Medicine Vol 5 No 3 May/June 2005 273



Lynne Turner-Stokes and Ron MacWalter

10

11

12

13

14

15

16

17

18

19

Seel RT, Kreutzer JS, Rosenthal M, Hammond FM et al. Depression
after traumatic brain injury: a National Institute on Disability and
Rehabilitation Research Model Systems multicenter investigation. Arch
Phys Med Rehabil 2003;84(2):177-84.

Fleminger S, Oliver DL, Williams WH, Evans J. The neuropsychiatry of
depression after brain injury. Neuropsychol Rehabil 2003;13(1-2):
65-87.

Busch CR, Alpern HP. Depression after mild traumatic brain injury: a
review of current research. Neuropsychol Rev 1998;8(2):95-108.
Andersen G, Vestergaard K, Riis JO, Lauritzen L. Incidence of post-
stroke depression during the first year in a large unselected stroke pop-
ulation determined using a valid standardized rating scale. Acta
Psychiatr Scand 1994;90(3):190-95.

Astrom M, Adolfsson R, Asplund K. Major depression in stroke
patients: A 3-year longitudinal study. Stroke 1993;24(7):976-82.
Downbhill Jr JE, Robinson RG. Longitudinal assessment of depression
and cognitive impairment following stroke. J Nerv Ment Dis 1994;
182(8):425-31.

Turner-Stokes L, Kalmus M, Hirani D, Clegg E. The Depression
Intensity Scale Circles: Initial evaluation of a simple assessment tool for
depression in the context of brain injury. J Neurol Neurosurg Psychiat
(in press).

Sheikh JI, Yesavage JA. Geriatric Depression Scale: recent evidence and
development of a shorter version. Clin Gerontol 1986;5:165-72.
Hammond MF, O’Keeffe ST, Barer DH. Development and validation of
a brief observer-rated screening scale for depression in elderly medical
patients. Age Ageing 2000;29:511-15.

House A, Hackett ML, Anderson CS. The effects of anti-depressants
and psychological therapies for reducing the emotional impact of
stroke. Proc Roy Coll Physicians (Edin) 2000;31(Suppl 8):50—60.

Fann JR, Uomoto JM, Katon WJ. Sertraline in the treatment of major
depression following mild traumatic brain injury. J Neuropsychiat Clin
Neurosci 2000;12(2):226-32.

Turner-Stokes L, Hassan N, Pierce K, Clegg F. Managing depression in
brain injury rehabilitation: the use of an integrated care pathway and
preliminary report of response to sertraline. Clin Rehabil 2002;16(3):
261-8.

Perino C, Rago R, Cicolini A, Torta R, Monaco F. Mood and behav-
ioural disorders following traumatic brain injury: clinical evaluation
and pharmacological management. Brain Injury 2001;15(2):139-48.
Muller U, Murai T, Bauer-Wittmund T, von Cramon DY. Paroxetine
versus citalopram treatment of pathological crying after brain injury.
Brain Injury 1999;13(10):805-11.

Nahas Z, Arlinghaus KA, Kotrla KJ, Clearman RR, George MS. Rapid
response of emotional incontinence to selective serotonin reuptake
inhibitors. | Neuropsychiat Clin Neurosci 1998;10(4):453-5.

274

20

21

22

23

24

25

26

Turner-Stokes L, Hassan N. Depression after stroke: a review of the evi-
dence base to inform the development of an integrated care pathway.
Part 2: Treatment alternatives. Clin Rehabil 2002;16(3):248-60.

Cole MG, Elie LM, McCusker J, Bellavance F, Mansour A. Feasibility
and effectiveness of treatments for post-stroke depression in elderly
inpatients: systematic review. J Geriat Psychiat Neurol 2001;14(1):
37-41.

Mitchell J, Greenberg J, Finch K, Kovach ] et al. Effectiveness and eco-
nomic impact of antidepressant medications: a review. Am | Managed
Care 1997;3(2):323-30; quiz 331.

Turner-Stokes L, Turner-Stokes T, Galton T, Williams H. The use
of antidepressant agents in the context of acquired brain injury
rehabilitation in the UK (in preparation).

Anderson IM, Edwards JG. Guidelines for choice of selective serotonin
reuptake inhibitor in depressive illness. Adv Psychiat Treatment
2001;7:170-80.

Szegedi A, Kohnen R, Dienel A, Kieser M. Acute treatment of moderate
to severe depression with hypericum extract WS 5570 (St John’s wort):
randomised controlled double blind non-inferiority trial versus parox-
etine. BM]J 2005;330(7490):503-7.

Turner-Stokes L (ed). Concise guidance to good practice: a new series of
evidence-based guidelines for clinical management. London: Royal
College of Physicians, 2002.

New Title

Use of antidepressant medication following
acquired brain injury: concise guidance
ISBN 1 86016 243 6

Price £8.00 (UK) and £10.00 (overseas)

Available from the Publications Department,
Royal College of Physicians.

Clinical Medicine Vol 5 No 3 May/June 2005



