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CG28. Depression in children and
young people: identification and
management in primary, com-
munity and secondary care.
NICE has updated the guidance on psy-
chological therapies and antidepressants
in its 2005 clinical guideline.

In the context of the stepped care
model, in which increasingly intensive
interventions are  grouped into four tiers,
children and young people with mild
depression should have up to four weeks
of watchful waiting followed (if they have
no significant co-morbidity or suicidal
ideation) by an agreed choice of group
cognitive behavioural therapy (CBT) or
guided self-help for approximately two to
three months. Those with moderate to
severe depression should be offered indi-
vidual CBT, interpersonal therapy, family
therapy, or psychodynamic psychotherapy
for at least three months. Fluoxetine plus
psychological therapy is an alternative for

12–18 year-olds with moderate to severe
depression, either as initial therapy or if
psychological therapy alone is unsuccess-
ful. Adjunctive fluoxetine may also be con-
sidered for 5–11 year-olds, though the
evidence for drug treatment in this age
group is not established.

When an antidepressant is offered to
a child or young person with moderate to
severe depression, it must be combined
with a psychological therapy. Specific
arrangements must be made for monitor-
ing adverse reactions, reviewing mental
state and general progress, and for fre-
quent contact. An antidepressant may
still be prescribed if psychological thera-
pies are declined but progress should be
followed closely and safety should be
monitored.

There is no change to the antidepres-
sants recommended: fluoxetine is first-
line therapy, with sertraline or citalopram
as second-line agents.

NG5. Medicines optimisation:
the safe and effective use of
medicines to enable the best
possible outcomes.
Unusually for a NICE guideline, this
begins with a long, extensively referenced
introduction establishing the policy sup-
porting intervention, as if to convince
commissioners it should be taken seri-
ously. Perhaps this is because various
aspects of medicines optimisation are
already familiar, particularly from the
efforts of pharmacists. But it’s useful to
be reminded that almost 60 per cent of
people aged 60 years and over report
having at least one long-term condition
and 25 per cent say they have two or
more, and that official statistics show
each person in England received an aver-
age of 19 prescribed items in 2013.

It’s also useful for a topic we know
well to agree a definition. Medicines opti-
misation is “a person-centred approach
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to safe and effective medicines use, to
ensure people obtain the best possible
outcomes from their medicines.
Medicines optimisation applies to people
who may or may not take their medicines
effectively. Shared decision-making is an
essential part of evidence-based medi-
cine, seeking to use the best available evi-
dence to guide decisions about the care
of the individual patient, taking into
account their needs, preferences and val-
ues”. The scope stretches still further: a
“medicine” includes “all healthcare treat-
ments, such as oral medicines, topical
medicines, inhaled products, injections,
wound care products, appliances and
vaccines”.

The eight elements that make up
medicines optimisation (see Table 1)
address patient safety, the effective-
ness of treatment and service organisa-
tion. Safety depends on multiple
systems to identify incidents that involve
patients and health professionals, a no
blame culture, transparency and prompt
notification of incidents, training, a
proactive, systematic approach to iden-
tifying and minimising risk, and learning
from mistakes. 

The risk of error is high when moving
between care settings, requiring prompt
information sharing (for example, sending
medicines discharge information to the
patient’s preferred pharmacy) and think-
ing ahead to foresee pitfalls. This can be
very straightforward – for example,
patients (and carers or families) should
discuss their medicines with health pro-
fessionals and then given a list of all their
current medicines in terms they can
understand. Pharmacists, nurses and
GPs should provide support after dis-
charge from hospital, extending medi-

cines reconciliation from the hospital
ward into the community. This should be
carried out within 24 hours of a move
between settings. Staff should have suit-
able skills, document their actions, and
involve patients and their families. In all
care settings, medicines reconciliation
should be the responsibility of a desig-
nated health professional.

Community pharmacists already offer
structured medication reviews (MURs) for
four groups of patients (those taking high
risk medicines, recently discharged from
hospital, or who have respiratory disease
or are at risk of or have cardiovascular
disease and take at least four prescribed
medicines), to which the guideline adds
anyone on polypharmacy or who has a
long-term condition and older people.
Who should carry out an MUR can be
decided locally but the role of pharma-
cists is well established.

An individualised self-management
plan should be considered for people with
chronic or long-term conditions because
it helps them manage their medication.
Individuals should understand what it is
for and how to use it, and the plan should
include practical information about drug
treatment (what it’s for and how to take
it), adverse effects and how to get help.
The plan should be reviewed to make
sure there are no problems with imple-
mentation.

Decisions about medicines should
be made jointly and all parties can ben-
efit from help. Decision aids for patients
and families and clinical decision sup-
port for GPs ensure that choices are truly
well informed and safe. They are not
available for all medicines but when they
are their use should be consistent within
organisations and staff should be appro-

priately trained. Patients should deter-
mine the extent to which they are
involved in decisions about their care
and their values and preferences should
be respected. 

The aims of sharing information and
delivering support cannot be met without
tackling professional and organisational
boundaries but NICE calls for more
research into what might be the most
effective models. One profession already
has a defined role: strategic decisions
about medicines and care pathways
involving medicines use should involve a
suitably skilled pharmacist. On the other
hand, a multidisciplinary team approach
should be considered for people with
long-term conditions who are prescribed
polypharmacy. 

Although this guideline applies to chil-
dren and young people as well as adults,
NICE acknowledges that more research
is needed into the benefits of medication
review for children, and of the effects of
medication review on patient-reported
outcomes.

Table 1. Elements of medicines optimisation

• systems for identifying, reporting
and learning from medicines-
related patient safety incidents

• medicines-related communication
systems when patients move from
one care setting to another 

• medicines reconciliation 
• medication review 
• self-management plans 
• patient decision aids used in con-
sultations involving medicines 

• clinical decision support 
• medicines-related models of organi-
sational and cross-sector working
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