
CG28. Depression in 
children and young people:
identification and management
in primary, community and 
secondary care
NICE has updated the recommendations
for psychological therapies and antide-
pressant treatment in its 2005 guideline. 

Antidepressants are still not recom-
mended as initial treatment for mild
depression. Instead, the choice of psycho-
logical therapies should be discussed,
explaining that no good quality evidence
shows one type of psychological therapy
to be better than the others. Then follows
a four-week period of watchful waiting,
after which children and young people with
continuing mild depression and without
significant co-morbid problems or signs of
suicidal ideation should be offered treat-
ment. This should take the form of individ-
ual non-directive supportive therapy, group
cognitive behavioural therapy or guided
self-help for approximately two to three
months. These therapies can be provided
in any appropriate setting – primary care,
schools, social services, voluntary sector,
tier 2 Child and Adolescent Mental Health
Services (CAMHS).

If this approach is unsuccessful after
two to three months, the recommended
treatment is unchanged: referral for
review by a tier 2 or 3 CAMHS team. An
antidepressant is an option for children
and young people with persisting mild
depression unresponsive to treatment at
tier 1 or 2.

The recommended treatment for
moderate to severe depression now
begins with a review by a CAMHS tier 2 or
3 team and a specific psychological ther-
apy (individual CBT, interpersonal therapy,
family therapy or psychodynamic psy-
chotherapy) for at least three months.
Adding fluoxetine is an option for 12–18
year-olds at this stage. 

If four to six sessions of psychological
therapy alone are unsuccessful, there
should be a multidisciplinary review. If
this shows that co-morbidities or family
problems may be contributory, additional
or alternative psychological therapy

(involving the family as necessary) should
be offered. Fluoxetine is again an option
at this stage for 12–18 year-olds and, with
caution and despite a lack of evidence,
for 5–11 year-olds.

An antidepressant should only be
offered in combination with a psycho -
logical therapy. It may still be prescribed
if a psychological therapy is declined but
precautions to ensure regular monitoring
of effectiveness and safety must be
implemented.

Other recommendations for anti -
depressant use are unchanged. These
include continuing treatment for at least
six months after remission (itself requir-
ing eight weeks symptom free) and using
citalopram or sertraline as second-line
therapies subject to expert advice.

TA335. Rivaroxaban for 
preventing adverse outcomes
after acute management of
acute coronary syndrome.
The oral direct factor Xa inhibitor rivarox-
aban (Xarelto) is licensed at the low dose
of 2.5mg twice daily (compared with 10–
20mg once daily to prevent and treat
thrombosis), in combination with low-dose
aspirin (with or without ticlopidine, an
antiplatelet agent that is not marketed in
the UK), for the prevention of atherothrom-
botic events in adults after an acute coro-
nary syndrome with elevated cardiac
biomarkers. NICE now recommends
rivaroxaban for this indication after indi-
vidual assessment of the bleeding risk.
The need for treatment should be re-eval-
uated after 12 months.

NICE concluded that rivaroxaban
plus aspirin, with or without clopidogrel,
reduces the risk of myocardial infarction
and cardiovascular death by 20 per cent
compared with aspirin +/– clopidogrel
alone in this patient group. However, it
may increase the risk of major bleeding
events unrelated to coronary artery
bypass graft up to three-fold. The deci-
sion to add rivaroxaban to aspirin +/–
clopidogrel should therefore be taken
after discussing the risks and benefits
with the patient, and these should be

regularly reviewed and discussed during
treatment.

Expert advice was that more treat-
ment options are needed and patients
say they are prepared to accept a higher
risk of bleeding for greater efficacy.
Treatment can be initiated by GPs after
discharge from hospital, provided the 
discharge letter includes sufficient infor-
mation, whereas starting treatment in
hospital would result in a longer stay. 

The basic NHS cost of treatment with
low-dose rivaroxaban is about £766 per
year. The cost per QALY gained by adding
rivaroxaban was £5000–£6000 – an
estimate that suggests this would be a
cost effective option even if the risks
were far higher.

TA336. Empagliflozin in 
combination therapy for 
treating type 2 diabetes.
NICE has recommended empagliflozin
(Jardiance) for the treatment of type 2 dia-
betes with the same provisos as apply to
canagliflozin (Invokana; TA315) – that is,
in combination with metformin when a sul-
fonylurea is inappropriate or when there is
a significant risk of hypoglycaemia or its
consequences; as part of triple therapy
with metformin/sulfonylurea or met-
formin/pioglitazone; and with insulin with
or without other drugs. Dapagliflozin
(Forxiga), the first SGLT2 inhibitor to be
introduced, has similar recommendations
for dual therapy but is not recommended
as part of triple therapy (TA288).

NICE heard from specialists that
empagliflozin is most likely to be used
as part of triple therapy and especially
in overweight patients – patients value
the weight reduction that occurs during
treatment. This, as well as glycaemic
control, tend to be better in clinical prac-
tice than was seen in clinical trials.
Overall, the improvement in glycaemic
control is comparable with other SGLT2
inhibitors and DPP-4 inhibitors. The cost
of empagliflozin is similar to that of alter-
native agents and it was therefore con-
sidered likely to offer value for money
for the NHS.
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