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?Sa K&&? Mu.& QS ?:Ra?. um\\maam \33 &%w&&@m &aeima S&.m
enzolled: in 6 weeks open study with fluoxetine 20 -mg. - e

A statistically :\wﬁx&ai decrease of the m&a&ea wa:am Scale \E. UES.&.
sion (HRS-D) score is observed. Q.S.Sm treatment.

All indivaal item HRS-D  scores and in. particular EN&&& &339@ .&mmm
disturbances and anxiety showed._the sane NSwSQmSmnn

Side-effects were nﬁm\&@ wmno&mm am& presented a lower Nan&manm rate than
in_other, studies.

ZmEDﬂSmaS §m$o&&eme §§§mw§m§ 83&35% ni&i&o@ .,.&RRG &R
discussed. . e :

Key words : Fluoxetine, Um@:&.&oa Oa%&&:? Suicide, Anxiety, m\\NRQ.
‘Side-effects, Safety. :

1. _3_.2___23:

E:ownanm rw&o&moﬁ&o is a non-tricyclic antidepressant that specifi-
cally inhibis the re-uptake of serotonin. It differs from classical anti-
depressants by its absence of. effect on other neurotransmitters (norepine-
phrine and mo@mBSQ

(1) M.D. Eli Lilly Benelux, Brussels; (2) M.D., Ph.D. C.H.U. Sart Tilman, Liége; (3) M.D., Ste-Anne
" Hospital, Brussels; (4) M.D., Universitair Ziekenhuis Antwerpen; (5} M.D., Hép. Universitaire
Brugmann, ‘Brussels; (6) Statistician. Health Care Research, Koningshooik: (7): M.D., St-
Kamillus Kliniek, Ghent;. (8) M.D. Ph.D., Erasmus Hospital, Brussels; (5) M.D. Ph.D., Univer-
sitair ‘Psychiatrisch Centrum St-Jozef, Kortenberg; (10) M.D., U.C.L. St-Luc, Brussels.

.was :
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These characteristics explain the virtual absence ‘of anticholinergic side-
effects with fluoxetine in contrast to classical wbammwanmmmam. ;

.H.rm nm_nmnw mnm Hoé. maa-omnnn wmoEm Om mcoxncnn in nonmzmon 4\:: |
lassical antidepressants :have been: demonstrated in a number of studies
AwnoBBQ. 1984; Ooomnn 1988; mmm&nw et.dl., Hmoc

. _Smﬁromm

Hn this open mE&: R&SB& in 1990 mbm 1991 in wn_mEB mﬁ de-
pressed outpatients received fluoxetine 20 mg qd for 6 weeks. 'Patients
were followed up at 1 .&onw (visit 2), 2 weeks_ (visit 3), and 6 weeks-
ASm: 4).. o

,H.Em mE% ‘was nosmcnﬁnm g 130 Belgian psychiatrists : each enrolling
5 patients over a period of 12 months. Included in this mg% were B&m

-and female outpatients uvosw 18 years old. An oral infored’ nObman émm

Hmnc.wmnmm

wmaga were mcmnnbm maoB mmmnmmmzn &moaﬂ. wnnanm 8 Umg HHH R
criteria (American Psychiatric Association, 1987) and” ﬁrm HEEB& 17
items-Hamilton Wmcnm mn&m for Unwnmmm_on Ammn::on Smov 8 aEQ

Exclusion criteria included : obvious risk of suicide, active oamen
v»nr&omw. history of brain disease and' seizures, risk of psychotic decom-
pensation, history of mznnmw to fluoxetine, pregnant or Fnﬁmanm women,
»sm nownonzn»nn use & oﬁrﬂ. w&ﬁwoﬂows &:mm.

"

Hp mm&:ow. ﬁrn use 0m mnﬂ or. HEO inthe’ Boav mnm a n.._nwnrn in
the 2 weeks prior to the study, was anexclusion criteria. ‘Only femiales
who were either infertile or taking adequate contraceptive measures were

eligible. ‘Concomitant use of anxiolytics :and/or - sedatives with- short or
medium: lenght - of half life onmwnwma FBvamB Hanwava wn ﬁwnnu-
peutic dosage.was allowed if needed. ~ <=0 oL Lkl

3. Evaluation of efficacy

The efficacy of nmm &cmémm »mmnmm& g me U,.,,m,w,m,bm;o&;.,mwmvm_ .

._Bwnnmﬂos scale - AOQH Guy 1976), and . wmagn mFTm_ impression scale

(BGI) (Table D. o~
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“CGI »wmnmm& Hrn mouodsbm two- wmnto"n_..m =

S Severity of mmw_..nmﬂob ?wmnmmmm at baseline, and at visits 2, 3 and
4). Measurement ‘on ‘a 7 -point ordinal scale mnoB « aonu& » 1o
« v&oumﬁm to ﬁrn ‘most mmvnnmmzn wwnnbﬁm ». ‘

2) Global vaHoﬁBgn with respect to baseline A&wwm 2, 3, 4). Measure-
- ment on a 7 point ordinal scale. n»nmSm mnoB « very much improved »
o « much worse ».

. .,HEWE 1: Flow Chart_

Admission . Visits~

Visit 1 2104

"HRSD (1) - T e e X,
DSM III R naanm @ T A
CGI 3) _ X WX,
PGI 4) - X X
Comedication X X
Somatic noBEEnﬁm , . X o
Side-Effects. e T e X
Weight S e ) X X

(1) Hamilton Rating Scale for Depression (Hamilton, 1960).
(2) American Psychiatric Association (1987).

(3).Clinical : Global Impression Scale (Guy, Gu&

“@ wmcmnn O_ow»_ ::unmmman mnm:m

PGI mesm ?mm# Nv. 3, 3 concerns the patient status: with respect to
baseline (visit 1). Measurement is on a 7 point ordinal scale ranging
from « much: better » .to « much worsened ». The scales were evaluated
.&,ncg.?mm: .: and after 1, 2 and 6 weeks of treatment.

.H.wn success S rate. 0m "wo QnmﬂBnnﬁ was: mnms& as nrn rate om patients
néro at visit 4, attained a more than 50 % improvement in. ﬁro non&
HRS-D score HnH&En to baseline, or a HRS-D value less than 10.

4. Safety .

moBmzn noBEmEnm at Q:Q were H.uno&nm at Emz H

m&o-omnna were- 88&& at visits 2,"3 and 4 and ranked ‘as- Bmm
moderate or setious. Body weight was measured at each visit.
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Patients could withdraw. from the study at.any time. Physicians could
also withdraw patients from the study in nmmn of Smmbnmn% after 3 énnwm
of treatment, or »?Q. serious adverse events.

-The study was m@@ngmm“g the Erasmus: Hospital’s Ethical Committee
(Brussels) and has been carried on following the m&m,mnw.m Declaration.

n\m,. mﬂmﬂmmom_ >=m_<mmw ;

Statistical analysis was performed 5 mgg, Omno Wmmmmnnw »bm mnmnm-
tical Service, Woﬁcmmroon w&mEB

,Eﬁ data’ EonmmmEm was wonmoHBnm on. muu gnnuﬁm Qmma visit carried
forward) who mmnmrmm the Q.:Q criteria (see patient population' below).

The. mn&%ma Om the m»QBmﬂma meUOOH mdm..m\&mr" Km‘wjvmn.
mop.Bnm on the total of 537 wmngnm mOn nmnr &mmngnn mcvmnosv mbm for
the major depression group.

When the analysis concerned ordinal variables for which the subsequent
visits were to be compared with respect to the baseline, the Wilcoxon sign
rank test was applied to determine the significance of the difference.

- For the quantitative variables, it was checked whether they were nor-
mally distributed. In the. case of normality, the significance of the diffe-
rence in - subsequent ‘visits with respect to the‘baseline wastested with
a- paired t-test. In' the case of mvuoHB&:S Wilcoxon sign-rank test

émmm@wr& w A e v

- All statistical ﬁmmnm were two sided and nonm&nnmm mHmEm_nE: g}m: the
type I error was HOmm than 5 %.

“oowio oo 6. Results -

‘Patient Population

v ® ) e . - B o -

Of the 544 cases in the study, 7 cases were eliminated from the analysis
since ﬁrnw rmm a vmmar:n 8"& H.mwm U score _oéﬂ. %»s 5

321 women Ro 1 c\ov mnm 213 wa O\ov men nbnnnmm Hra mE% (3
cases were' not ‘taken' into ‘account in the- sex mmz_non Qco to- lack ‘of
information).c L Lo ’ S TR
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The Bmmb. age is 46 years for the 537 eligible patients (SD =* :13). -

The mean weight is 66.7 kg (SD H 12.5).

.Hu*ﬁa.m w\o.vw mnmn&m.&owmnm. oﬁ.,mon,&mmmnannmmosm vm,moﬁ,,&m:
4, as commented below. g iy &gy P B g
According to- the DSM: III R ,nmnmaw»vnrm.mo:oémnm &mm:o,mmw,rm«n
been confirmed : «
gmwo.n. mmmanmw?m disorder, &nm_‘,m_ om.vmomm., ,?W :u, ;NH‘.u.o\cwv, w,f
Major depressive disorder, ,nmnE..,ngw. .As, = Hmov ,..wﬁa m\ovW o
= Major’ mnmammm?m,&mo&mﬁ melancholic subtype (n=-29; 5.5 %); '
Dysthymic disorder (n = 124; 23.6 %); - T
. .Unwnnmmm.ﬁ &,m,o.ﬂ,ﬂ not otherwise specified, (n = 36; 6.8 %);
. .>,&53Hmn,ﬁ M,&moﬂmmn .ﬂﬁr“mmwwmmw& mood 3 . Wv..mua 6.5 o\&w
' Major depressive disorder, .Evoﬁn ?H .wf..h.m o\ov., P

- 11 patients were not diagnosed because of lack. of information.
m,\\mgwe o

1). The ANOVA with the repeated: measurements over time shows a
highly significant time effect (p '=-0.0001), no - diagnosis effect
‘over:time (p = 0.39), no age effect over time:(p: =.0.94), no sex

“effect over time (p = 0.81), a depression: severity effect over time
(p = 0.05) and as it is significant at visit 0, 1 and not at visit 2
and '3, no interaction effect over time. v

2) Hamilton whmam ,wq&m, : |

A sustained diminution is observed from the baseline through visits 2,
'3, 4 in the higher scotes frequencies for the total HRS-D score and for
the HRS-D individual items. This is in accordance with:several other
studies (Bremner, 1984; Feighner, 1985; Montgomery e? &cﬂ waw,, Potter
etal, 1991).. .~ . . P L LR B I R :

. As a reminder item 3 concerh§ suicidal ideation and behaviour;
items 4 to 6 concern respectively the following sleep disturbances : diffi-
,.,,ncEnm, to fall' asleep, perturbation of sleep continuity, and- eatly awaken-
ing. Items 10 and 11 are related to psychic, and physical anxiety.

HRS-D value decteases by at least 50 % as compared to baseline.
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If we consider all the patients (n = 537), including those who dropped -
out (last visit cartied forward), the total HRS-D score ranges from 17 to

© 46. At visit 4, however, 62.9 % of the whole population has a Hamilton

score vatrying from 0 to 16. The improvement in the subsequent visits
relative to the baseline is extremely significant for the total HRS-D score
and the individual items concerning suicide, insomnia (items 3 to 6)
(Fig. 1) and anxiety (items 10 and 11), (p = 10.0001). (Fig. 2 and 3).

This trend was noted for the total population and for each diagnostic
subgroup. (Fig.-4). - ot gy pa Tl T . e

47.7 % of the whole population (all diagnoses and drop-outs included),
attain a more than 50 % improvement rate in the total HRS-D score
relative to baseline, whereas, considering the Major Depressive Disorder
(MDD) subgroup, 42 % present a HRS-D value lower than 10 and
50.6 % present 2 HRS-D value decreased by at least 50 % as compared
to baseline. (Table 1I). tF v

“TABLE II:" Efficacy -
HRS-D 50 %' reduction

1) at least
< 10 on HRS-D (1)

LAST VISIT CARRIED FORWARD o
All types of depression o o 47,7 %
considered"(n = '537) : Co

-MDD (2) ‘subgroup G A2:% e 02506 %
DROP-OUT EXCLUDED = g S

All types of depression . 52 % .. ..61.0 %

considered (n = 537). - e H sl

MDD (2) subgroup % o | it ST %, 615 %

(1) Hamilton Rating Scale for Umu.nmmm,mg (Hamilton, 1960).

Ezaonomvnmmmr\m Ummonaongamnwnw: mmwnamﬁn »mmonwmnon. Gmda i

* If the drop oEw unm.axn_cm&..,mm o\o.Om the w»maam,,,wwnmmnn a HRS-D
score lower than 10, after 6 weeks treatment. .

HsmHo\oOmvmmnnﬁm,EWm.UéEmmoQommam vwmnummmﬁmoﬁwoohﬁro
baseline. . . ; ; N ‘

Considering the MDD subgroup, 57 % of the patients who completed
the study, reach a HRS-D value lower than 10 and for 67.7 % of them,

.-
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FIG. 1 : HRS-D ITEM 3 : m.,nmncmnnw‘,&mac:no:.,moﬂ thé total population (r=537).
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FIG. 2 : HRS-D ITEM 10 : Frequency distribution for the total population (n=537) -

HRS-D Scors Mean
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CFIG. 3: HRS-D ITEM .11: Frequency distribution for total population :(n=537)

Oviar s
B vt 2
B visr 3

O viita

RS-D score In mmnz n_m.w:ozﬁ group (p = 0.0001).
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FIG. 4: HRS-D Total score evolution by diagnosis (n=537) - . . .. .
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3) Clinical Global HS,S.N&.% Scale :
a) mm<nma~ of mnmmmmmmonv“

Progressive improvement is observed mHoB the baseline through

visits 2, 3 an 4. The number of patients who were « moderate » to

_ «severely » depressed decreases, ‘whereas the number of patients

who were rated as «normal» or «mildly depressive» increases.

- This improvement is observed for the total population (n = 537)

- and for each diagnostic subgroup. For the whole wowimaob 90.5 %

were « moderately » to « very mo<n8¢ » mmvnmmm& at vmmnrbn This
number mmnnommnm to wq N % at visit A

The mﬁmzmnnm_ mumEmnmbnn of ﬂwo &mmnnnnn in mnﬁu.BQ om depression
for visits 2, 3 and 4 relative to the v»mn_Sn was namﬁnm with the sign
rang test. All m_mmngnnm are largely ﬂms&nwsﬁ (p = 0.0001).

SQSE& @ow& HBwnnmmSn -O_ov&HBEo,\mBnﬁﬁbﬁmmm»SH\
Patient) ;- . . 2y :

The- difference in the severity of depression for visit 2,3, 4 in
regards to the investigator’s and thre patient’s perception of - im-
provement was assessed. A gradual increase from visit 2 through
visits 3 and 4 in the frequency of patients with « much improve-
ment » is observed. However for the melancholic subgtoup, the PGI
at visit 4, is « much _worse » for 20.7 % of the patients.

For the whole -population (n =.537), the global improvement
according to’ the investigator ‘and ' the patient is « much improve-
ment » moH Hmmvnncﬁ? 60.5 o\o mbm mw 6. o\o Om the patients.

«S&m\ﬁ
Weight H&ﬁEm to vmmarbn mnﬂnmmnm mcnnm n.nmﬁBnbﬂ

The mSnmnnm_ mHmEmnmsna of the &mﬂnooa in éo_mrﬁ at visits 2,3, 4
relative to the baseline, was tested with the sign‘rank test (p value for
each visit respectively : o 0001, 0.0001, and 0.01).

moégﬂ. the absolute mean difference is H&ﬁ:\&w Hoé. 0,252 wm at
visit 2; 0.410 kg at visit 3; and 0.249 kg at visit 4.

Side Effects

x

Evaluation of tolerance includes data from all patiens.
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237 w»nga 8@02& events at visit 2, 167 at visit 3 and 101 at visit 4.

stmm? nervousness (agitation) and’ ow_mmmgn &mnoBmon were the most

common adverse events novoza by the patients at visit 2, with percentages
of 12.9, 3.87 and 3.29 nomwnnn<&< The complaints decreased during the
therapy. At the-last visit, the percentage of each of these  symptoms’ drop-

ped to 3.73, 1.49 and 1.74 (Fig. 5).

s s 3 B i PR T e e se. B gua gy g, e T Oz

| Mvsna

TI Aghation - Epll | .Vortigo ., Hoadoche

: : EO w“ m@Eng of mmﬂn.mnn»mm, owmam nmm.n,ﬁm at &.m.# N and 4 E.um,wd

= a _u_mn:wmmo-. i
m\\m&@

Previcus published studies have demonstrated the efficacy of mcoxnnnn
in the treatment of depression, in compatison with classical mnnmo?nmm»ﬁm
(clomipramine,. amitryptiline, and imipramine) (Feighner, 1985; Ropert,
1989; Loeb et al., 1989). Two double blind studies, indicate that: fluo-
xetine significantly improved. the HRS-D .total ‘score after. 1, week of

treatment whereas the same effect took place after 2 weeks with classical
m:nmm?nmmmnﬁm Am.ﬂmr:na Homm Wovmz meov

“In mzm study, patients mroé a moom &SS& response é;r a mnﬂ,nmmn in
mean HRS-D score greater'than 50 % after 6 weeks of ‘treatment among
61 % of patients suffering from depressive -disorder who completed: the
‘study, and among 67.7 % of those who were specifically suffering from
MDD, according to the DSM 1II R criteria. .H.rm OOH »nm HuOH scores m_mo

-significantly improve: mcnzm therapy. - /
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.. The observed H.HWm D response rate is similar to that observed in other
mE&nm conducted mcnsm the H»mn _years with ocﬁmsgﬁm mcmmnnm from
-MDD. (Feighner, 1985.: 55 %; mmvnn and Putman, 1987 : 67 %; wmmm_nﬁ
1991 : 62.3 %). However, ﬂrn pattern-of improvement of H.Ewm -D score
seems. to vn mvnﬂmo moH ﬁrn different &mmngnm mc.omnocwm. N

Indeed, in addition to the expected effect on mn<m,mq Om mavn.m.m,mmon. the
prognosis generally depends on the presence of other additional factors,
classically described : stable personality before the onset of the episode,
psychomotor retardation and intermediate severity of mmvnnm&on seem to
be important factors and optimal predictors of a better response to’ anti-
depressant treatment, and especially to tricyclic drugs. These clinical pata-
meters have roénﬁn ‘not been »mmnmm& in the present mE% (Potter et dl.,
1991).

Items evolution and ,m%mﬁ.&@ item 3.

‘In addition to the HRS-D total score ns&snob mbﬁm@ is significantly
improved, confirming results obtained- in- vnmﬁocm studies comparing
fluoxetine to EH%EBEn (Loeb et 4l., 1989) and &oBGQBBn (Ropett,
1989). The evolution of item 3 shows that suicidal ideation or behaviour
m_mn_mnmn&% decreases during fluoxetine treatment, as previously described
by Beasley in a meta analysis (17 double blind trials : 1765 patients with
fluoxetine, 731 patients with tricyclics and 569 patients with placebo).
Beasley concluded also that « the data. do not show that fluoxetine is
associated with an increased risk of suicidal acts or emergence of substan-
tial mEQm& thoughts among ma@nnmmmm patients ». Awgmrw% et dl., wat

,wa\&e

<No- setious: m%mnmn event rmm been 88&& ‘Mainly mmmﬁo.gnnmmg&
side-effects were described (nausea : 12.9 % , epigastric discomfort : 3.3 %,
anotrexia: 2.3 %). The percentage of the m&n-nmmna during the 6 weeks

of treatment, decreases rapidly to nmmnr a Hoé Sn&mbnm rate Qmmwonﬁz%
3.7 %,17%. and Hmo\ov

Cooper has reviewed »: m%naa events monB 88@»323 n_::n& Em_m
in which 2938 patients were treated by fluoxetine (Cooper, 1988). Nausea
‘was reported at least once by 23 % of patients.. ‘However, its severity was
mild and its incidence decreased with continuation of therapy. Other side-
effects.are described by Cooper, in higher proportions than those observed
in.our Belgian study (nervousness: 10 vs 3.9 %; vertigo : 6 % vs 3 %,
insomnia : 13 % vs N u %). A significant mnﬁ.nmmn 0m weight is also obser-

EFFICACY AND TOLERANCE Om FLUOXETINE _maw

ved during treatment, that-may improve patient compliance. This decrease
in weight wmam__&m the conclusion of Cooper that weight loss is vno.wogob&
to patient’s body weight before therapy Anoowﬁ. Gmmv

US.@ Out.

HuA @mnnnﬁm r»<m &ov@mm out maoB mﬁ mE&N ANA 6 o\ov

The redsons are described in- S_uﬂn III. >m published in ﬁrn _:2»53.
time spent with out-patients to foresee their needs and enhance their
5<o~<nBQ: isa m_mEbnmE <mEmEm ﬁrmﬁ mmnnnm nonr»unn Q&&n&m Gmmv

meﬁﬁmi &&E&om. .

m.mmnmn% of ‘treatment has been' assessed mcanm. 6 weeks in ﬂ.rmm m.amv..
This length of follow up is probably too short to obtain a definite cure of
the depressive episode and could only sedate acute symptoms. (Beasley
et al., 1991). Frank ez al. (1990), noted the advantage of a long term treat-
ment at therapeutic doses during the treatment.of depression, rather than
to decrease the dosage (or ‘the intake w.n@:mnni to a maintenance thera-
peutic’ level “after the &mmwwomgnom of  the ‘acute mwBEoBmﬁoHomw “This
new m@?dmnr of longterm B&Enngnw should be viewed as.a medical
improvement, reducing the risk-of H&%mn msm :né nm:momnm of mnwnnmﬂon
AgomﬁmoBmQ et'al., 1989).

,H>whm HHH wmaoa \9. USESQ O:N

Lack of mm_nmow TR : ,m.o %% (n .= 33) ,
Lack of Efficacy and: >m<mamm Womnsg 1.6 % (h = 9)
>m<onmo Reaction : 93 % - _ (n = 51)
Lost to Follow up émﬁrozﬁ explanation : . 4.2 % (n = 23)
Clinician’s Decision without m%_mnmnon 20 % (n = 10)
Patient’s Decision without Mxﬁmsmaos 15 % (n = 8)

24.6 % Om the included @mcmnnm (n = Cé &ov@mm out.
o°=o_=mmo=m.

“This large open B:Enonﬂmn study, performed in Belgium, confirms pre-
vious mcEar& data’on the efficacy and mmmﬁw of m:oxm:bn 20 Bm ‘in ﬁro
n..nmﬁBnE of depressive disorders. :

One of the main interests of a study with outpatients is, that the popu-
lation is different from hospitalized patients, usually.studied- in trials,. in
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‘terms of ?ﬂo&: nm:mn Om E:nmm moQ& mnm Edmnmﬂo:& Smaﬁ_on mn&
ann& profile. v

~In order to track the evolution of these m»:mbnm mwon&n tools” are
needed. Specific methodologies oriented to'the assessment of the quality
of the patient/clinician- relationship, psychological and social patient
environment, long term  treatment, @E&Q of 'life perception, effective
r:me »b& m_amnﬂm_ costs mbm ﬂrnﬁ Hovnnn:mﬂobm should be mm<&o@vnm

.Eﬁmn wmn»BQmHm mnnonSm to En _:Q.»ﬂcnn mrocE Emcn:nn the

‘nocnmoo*mﬁnmnao:ﬁmwcnmowﬁ &o:o”mmaBﬁorwca vng m%mamBmaomcw
explored. , :

o o

Etude’ ouverte, %&&ami&ﬁ&. évaluant %m\\&aauw et: Na tolérance’ &m la
\F@xmﬁam & la dose de 20 mg, chez des Ppatients: S&wi&g&. SQ\\RS
0 s B o de &%w&&oa S&mﬁm

Onﬁo oEma ouverte mﬁ H.amrmmn en. w&mﬁcﬂ »c@HwW de. mﬁ Rﬁnﬂa »ngm.
toires, mocmnmbn de. Dépression HSEQ:,@ suivant les critéres &m@mezanom du
Umg III R, et ﬁ.m:om vﬁ. mcoxncnn 20 mg, mznmnn 6 mmBmSnm nObmonEEmm

Gbn&BScnob mnmsmaaﬁaanbn EmE@nmE\a mn mnon SS_ &m H, orncn m.mw-
milton fut observée, visite aprés visite. : :

La méme Q.\o_c_mou fut confirmée, lorsqu’on considere chaque item individuel
et-en particulier les tendances suicidaires, troubles du sommeil et mb&mﬁm.

Les effets secondaires,’ nwmcrnnmagﬂ recherchés, présentaient un’ taux. d’inci-

mmnno moindre que anE mentionné dans d’autres études.. Quelques HunoEwBou
_om ala méthodologie de-recherche sont évoqués.

. SAMENVATTING
Open, multicentrische studie wm*m.moe»&mm:w van de a&.&#&?&&m&k
en tolerantie van fluoxetine 20 mg bij ambulante patienten

: met depressie in’de’ engere zin

Unnm ovgma&n werd a:mgoa& in Belgié E_. 544 »BvEmEm wmmmann met

,mnwnmmm_m in_engere zin .volgens. de Emm:omamnvm criteria van DSM III R, die
_mmwcmgmmwm o?wwE\onmzmo weken werden varmnmnE met fluoxetine 20 mg. Bij
elk bezoek werd een- statistisch significante daling van de total

H.HmB;Sb mnrm& AEWm D) vastgesteld. B Tl ne &n

. U@n&&n n<o_cﬂn werd’ vm<nmamm bij de | Vmoo&mrnm van n:nm @E.NBQQ. afzon-
,mnnr k, vooral ‘wat betreft- NoRBooabﬂmEmgv &w%mnoogmmg en angst: -
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Er werden regelmatig bijwerkingen vastgesteld, maar de incidentie ervan was
lager dan in andere studies. Er wordt gewezen op een aantal wnoEann in
<nn¢mba8nnmn onmmﬁoﬂmeQ_..o&n. S
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