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he verb to depress comes from the Latin verb “deprimere”, meaning “to press down”. In depres-
sion, a person’s mood goes down, which in turn lowers his or her morale. In vulnerable people,
traumatic life events lower mood and generate depression. Family, social and professional life
becomes more difficult, setting up a vicious circle, which pushes the patient ever deeper into

depression. Not only is the patient’s mental life affected, but life as a whole.

On the other hand, and in the globalised world in which we live, work increasingly occupies centre stage. The
industrial environment of the marketplace and services promotes competition between companies, but also
between employees within a given company. Ever greater productivity demands drive some companies to
increase pressure on their employees, by means of incentives, but also reprimands that may end in job loss.
When under sustained and increasing stress in such professional environment, people with fragile personali-
ties may break down, as manifested in depressive disorders. They become demotivated, and burn-out syn-
drome follows. This reality is now so widespread that the occupational medicine services of some large com-
panies are beginning to pay more attention to this type of disorder.

In a corporate setting, executives and managers may misuse their hierarchical power against weaker col-
laborators, building a pathological relation called moral harassment, or mobbing. M.F. Hirigoyen’s article
highlights the frequency of such situations and the serious consequences for the employee’s well-being and
productivity. Stress, burn-out syndrome, mobbing, even suicide, are not exceptional in the workplace, and
cost the victim dearly, and also damage the productivity and finances of the company that creates such an
environment.

T. Okasha considers the cost of depression, which can be counted in hundreds of billions of U.S. dollars every
year worldwide. Yet these direct costs of drug treatment, psychotherapy, and hospitalisation account for just
a small part of the overall cost, whose main economic component is loss of productivity, and hence loss of
earnings for the company and for the whole country. Indirect costs include job losses due to depression, and
when the victim is no longer young, it becomes difficult, or even impossible, to find work again. The
depressed and their families are not alone in incurring financial losses: the company loses expertise and years
of experience, as too does the whole country. Indirect costs also include the cost of death by suicide. The
World Health Organisation reports that, worldwide, there is one death by suicide every second, compared
with one death per minute due to AIDS. The fight against AIDS has a very high media profile, but the battle
against suicide and its main risk factor, depression, is virtually ignored by the media.

Health economics tell us that iodine deficiency, for example, can cost up to 1% of the gross domestic prod-
uct (GDP) of a developing country, because of the intellectual impairment hypothyroidism causes in children.
This state of affairs could easily be remedied by adding iodine to the cooking salt sold in shops. Health eco-
nomics also inform us that iron deficiency may cost up to 1% of a country’s GDP, because of the resulting
anaemia and its impact on professional and social activities. This deficiency can be corrected by adding iron
to foodstuffs, notably flour. Similarly, depression is extremely costly for countries around the world. One way
to reduce its impact would be to set up, in all medium-sized and large companies, health departments whose
remit would be to identify and treat depression. This would not only greatly benefit sufferers, but also the
company, and the country as a whole. Unfortunately, corporate occupational medicine services pay scant
attention to mental health management, which is by and large still in its infancy.

Driss MOUSSAOUI
Ibn Rushd University Psychiatric Center, Casablanca, Morocco
psych@menara.ma
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here is no doubt that the
complete change in work
organization, which focus-
es on competitiveness and

economic efficiency, has led to new types
of suffering and new pathologies of a
mental and emotional order, and that as
a result of stress and mobbing, mental
health problems at work have become
the main reason behind the increase in
professional absenteeism.

Stress at work

In 2000, nearly one-third of all European
workers (41 million) said they were
affected by stress. It is the second largest
health problem at work after muscu-
loskeletal disorders. Current develop-
ments in work organization have com-
pletely changed working conditions at
every hierarchical level. Working hours
may have improved, but pressure relat-
ing to changes in production rates,
urgent work carried out under direct
pressure from customers, and greater
emphasis on autonomy, initiative, and
responsibility can lead employees to
doubt their capacities and believe them-
selves incapable of meeting the demands
that are made on them.

Professional stress arises when work-relat-
ed demands or requirements exceed the
employee’s resources. However, there is
no direct link1 between the work load,
that is, the employer’s demands, and
stress-related diseases. It is known that
the risk of mental or physical illness, par-
ticularly depression, is much higher in
employees who are subjected to a high
level of pressure, but who, in other
respects, have little autonomy and little
possibility of expressing themselves or

reacting. The risk is much higher if those
concerned are not supported by their
professional environment.

Faced with overstimulation, the human
body first tries to adapt in order to
respond to the situation. Initially, it is the
body which reacts: muscular tension,
digestive problems, lumbago, migraines,
and fatigue. The first psychological symp-
toms are fidgetiness, irritability, anxiety,
and sleep disorders. If the situation
persists, these are followed by loss of
motivation, anorexia, apragmatism, and
severe anxiety, gradually leading to major
depression.

The next stage is burnout, which occurs
when a person is completely worn out by
work. It corresponds to the appearance
of a state of disillusionment and frustra-
tion in relation to professional demands
in a person who has put a lot of time and
energy into the job. The person then
loses all interest in work and colleagues
and becomes more and more irritable,
even aggressive and cynical, until total
depression eventually sets in.

Mobbing

While stress only becomes destructive
when it is excessive, mobbing is destruc-
tive by nature.2 Numerous studies show
the prevalence of emotional collapse as
a response to mobbing.3 Unlike other
types of violence in the workplace,
mobbing is an insidious, long-term
process. In the beginning, the victim
does not understand what is happening
and takes a long time to react. Whether
the aggression comes from superiors or
colleagues, it consists of small, repeat-
ed attacks, often without witnesses,

sometimes not verbal, often ambiguous,
because they can be interpreted in
different ways. Such attacks consist of
unjustified criticism, humiliating remarks,
and faultfinding. In the face of these
underhand attacks, the victims of
harassment try in vain to adapt and to
prove their innocence, and end up
exhausted and in a state of emotional
collapse.

When mobbing is detected early on, and
the victims have been able to talk about
it in time, or still have the possibility of
retaliating or finding a solution, the
symptoms are fairly similar to those of
stress. Anxiety increases with its multi-
tude of somatic symptoms: digestive
problems, chest pains, a feeling of con-
striction in the throat, anorexia, nausea,
headaches, muscular pain, and so on.

But if the situation persists, victims grad-
ually find themselves psychologically dis-
abled. Their thought processes are dis-
turbed and they can think of nothing
else. At this stage, in addition to their
symptoms of anxiety, depression starts to
set in. The victims become dejected and
lose interest in life; they have short-term
memory loss, decreased concentration,
and a feeling of powerlessness and
worthlessness that they hide from their
doctor, because they feel guilty about
not meeting the expectations of their
superiors, and from their family, because
they are afraid of being thought weak.

Before depression sets in, it is the actual
process of mobbing in the workplace
which causes people to have feelings
of worthlessness, self-doubt, and guilt,
because they are made to believe that
they are responsible for what is happen-
ing to them. Harassers begin by isolating

T
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their future victims, criticizing their work
without reason, belittling them, discred-
iting them in the eyes of their superiors,
attacking their reputation, and prevent-
ing them from doing their job properly.
Their job is used as a pretext to under-
mine victims in their private lives, making
them feel ashamed and humiliated, and
lose their dignity. Harassers subtly hone
in on victims’ vulnerability, so well that
the harassment often seems to be an
echo of issues outside the workplace,
reviving past anxiety, which may have
been forgotten, and lowering psycholog-
ical defenses. None of the strategies
set up by victims are effective; no one
believes or understands them, so that
they gradually withdraw and isolate
themselves further.

So, at what moment can major depres-
sion as defined in DSM IV be diagnosed
and antidepressants prescribed? The
diagnosis will be based on the extent of
the person’s sleep disorders, anxiety,
guilt, and morbidness, as well as the time
of day at which the disorders occur,
mainly in the morning. However, it is
obvious that a therapeutic response will

not be fully effective if it is only based on
medication. The person needs to be sep-
arated from the harasser by being given
sick leave, and then put in touch with an
organization that can provide legal and
practical help. It is therefore advisable to
contact the company doctor in order to
examine the possibilities of a change of
job or even of acquiring disability status.
But first, people must be helped to recov-
er their critical capacities so that they
stand up for themselves.

Suicide

An employee who is the victim of mob-
bing will often have damaged self-
esteem, believing that the situation is
hopeless and job prospects grim; death
wishes are frequent and can become sui-
cidal.4 Suicides correlated with mobbing
are probably underestimated, because
the only suicides or attempted suicides
that are recorded are those that occur
in the workplace and therefore qualify
legally as occupational, or those for
which the person has left a written doc-
ument clearly indicating the responsibil-

ity of the employer, or of a harasser in the
workplace.5 As mentioned earlier, victims
of mobbing experience guilt and shame,
and do not always voluntarily talk about
their suffering in the workplace.

The dimension of impulsivity and anxiety
that often precedes suicide, and which is
particularly present in mobbing, should
not be ignored. The perverse procedures
employed in this sort of aggression tend
to paralyze the victim and lead to self-
destruction. Also, in a context in which
the victim is reified, suicide can be a vic-
tim’s message to the harasser, as well as
an attempt to transfer the victim’s feel-
ings of guilt to the aggressor.

Conclusion

It is important to emphasize the enor-
mously destructive nature of this type of
situation. Unfortunately, although the
repercussions of professional dysfunction
on a patient’s health can be treated, a
physician is powerless to combat the
internal dynamics of companies that per-
mit this type of situation.

Further Readings

1. Legeron P. (2005): Le stress au travail. Paris, Odile Jacob
2. Hirigoyen, M-F. (2001): Malaise dans le travail, harcèlement moral, démêler le vrai du faux. Paris, Syros.
3. Soares A. (2002): Quand le travail devient indécent: le harcèlement psychologique au travail. Rapport de recherche, Montréal, UQAM.
4. Prigent Y. Compréhension et évaluation du risque suicidaire dans les cas de harcèlement moral. Communication lors des Journées internationales francophones et latines pour la prévention du

suicide. February 2002.
5. Leymann H. (1996): Mobbing, la persécution au travail. Paris, Le Seuil.
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Introduction

ental illness constitutes a
major health burden, both
socially and economically.
Recent economic policies,

within the context of globalization,
threaten the achievements of the past
decades. Physicians, policy makers and
others, who are active in health care
systems around the world, continue to
struggle to maintain a balance between
the need to contain costs and the efforts
to maintain or improve access to services
and the quality of provided care.

There are many sophisticated methods
for economic evaluation of services and
cost of an illness, but to simplify it, we
can divide costs into three major parts:

• first is the direct cost of the illness
which includes hospitalization,
medication and health care profes-
sional fees;

• second is the  indirect costs which
include days lost at work, unem-
ployment, familial and social con-
sequences of the disease, suicid;

• and lastly, the intangible cost
which is the emotional suffering of
the patient which is very difficult to
assess financially.

The economic burden of depression is
substantial and rivals that of serious
physical illnesses. In the global distribu-
tion of health burden in 1999, the per-
centage of disability adjusted for life
years (DALYs) lost due to mental health
problems was 12%, compared to mater-
nal and perinatal problems 9.5%, respi-
ratory problems 9%, cancer 5.8%. By

the year 2015, it is expected that men-
tal health problems will reach 15%.

If we breakdown the disability from men-
tal health problems, we will find that
depressive disorders constitute 17.3%,
compared to Alzheimer dementia 12.7%,
alcohol dependence 12.1%, psychosis
6.8%. By 2015, depressive disorders are
expected to reach 20% in disability with-
in psychiatric disorders.

The World Health Organization (WHO)
estimated that by 2020, depression is
predicted to be second only to heart
disease as a cause of worldwide disabil-
ity in both males and females; howev-
er, it is the first cause of disability in
women and the fifth in men if we
divide it by gender.

Economics of Depression

The WHO stated in its “Atlas” report
published in 2001, that one in every four
people will suffer from a mental or a neu-
rological disorder during their lifetime.
Currently there are about 459 million
people suffering from these disorders.
There are approximately 121 million
people suffering from depression, 24 mil-
lion suffering from schizophrenia and 50
million suffering from epilepsy.

Currently, 43% of countries around the
world have no mental health policy, 23%
have no legislation on mental health,
38% have no community care facilities
and in 41% of countries, treatment of
severe mental disorders is unavailable in
primary health care.

About 71% of people around the world
have access to less than one psychiatrist

per 100,000 population, and 46% have
access to less than one nurse per
100,000 population.

If we look at health expenditure, 33%
of countries allocate less than 1% of
their total health budgets to mental
health and another 33% spend just 1%
of their budgets on mental health.
Unfortunately, nearly 25% of countries
do not have the 3 most commonly
prescribed drugs to treat schizophre-
nia, epilepsy and depression at the pri-
mary health care level.

Major depression is one of the most
prevalent psychiatric conditions with an
annual basis of 10.3%, with a life time
prevalence rate of 17.1 %. Depression is
8 times more frequent than schizophre-
nia and 16 times more frequent than
Parkinsonism.

The condition also has a relatively young
age of onset (early adulthood) as com-
pared to other debilitating physical con-
ditions.

The main presenting symptoms of
depression in general practice are: 

1) physical which account for nearly
60-70% of patients (fatigue,
multiple somatic complaints
including headache, stomach ache
and vague poorly localized pain,
and loss of appetite); 

2) psychological (anxiety, nervousness,
and reduced concentration); and 

3) behavioral (social withdrawal and
isolation). Neglecting the treatment
of fatigue, low energy, and painful
physical symptoms in depressed

M
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patients can lead to unsatisfactory
outcomes, characterized by a failure
of depressed patients to return to
normal personal and occupational
functioning.

Sixty to seventy per cent of patients with
depression are not seen by psychiatrists
but by the general practitioners due to
the presentation of depression with phys-
ical symptoms, and only 15% of patients
with depression suffer from severe
depression presenting with delusions, hal-
lucinations and suicidal attempts which
come to the attention of the psychiatrist.

Depression is also prevalent in many
medical disorders and the non-psychia-
trist should be able to recognize, diag-
nose and treat depression, in order to
avoid unnecessary hospitalization, labora-
tory investigations and interventions. In a
study looking at the prevalence of depres-
sion in different patient populations, it
was found that 6% of the general popu-
lation had depression, 9% in chronically
ill patients, 33% in hospitalized patients,
36% in geriatric patients, 33% in cancer
outpatients, 42% in cancer inpatients,
47% in stroke patients, 45% in patients
with myocardial infarction and 40% in
patients with Parkinson’s disease.  It is
easy to imagine the economic burden for
these patients that had to undergo
unnecessary investigations and consulta-
tions, before being properly diagnosed.

On the other hand, untreated depression
is a significant risk factor for the develop-
ment of coronary disease and stroke.
After an episode of major depression, the
risk of myocardial infarction increases 4
to 5 fold compared to the general popu-
lation. Even sub-syndromal forms of
depression have a 2 fold increased risk of
myocardial infarction. It is believed that
stress and depression by the activation of
the sympathetic system lead to: 

1) reduced vagal tone which is
protective for the heart; 

2) impairment of endothelial function,
endothelial injury leading to
thrombosis;

3) increased platelet aggregation and
adhesion; 

4) haemoconcentration leading to
increased blood viscosity, and
chronicity; 

5) activation of the cortisol system. 

All these factors, as is well known, are pre-
cipitating factors for heart disease and
stroke. The mortality rate from heart dis-
ease after a myocardial infarction is 17% in
patients with depression compared to 3%
in patients not suffering form depression.
Similarly, 12 months after cardiac bypass
patients with depression had a higher inci-
dence of subsequent cardiac events such
as angina, heart failure, myocardial infarc-
tion and repeated surgery.

Women with current or past history of
depression had a decreased bone mineral
density at each trabecular bone site stud-
ied of 10%; this increased the risk of hip
fracture rates by more than 40% over a ten
year period, probably due to the increase
in cortisol levels with chronic depression.
This same reason was suggested as a con-
tributing factor for the higher incidence of
Alzheimer disease in women with a past
history of untreated depression. 

The main obstacles to the recognition of
depression is the stigma of the diagnosis,
the presentation of depression with physi-
cal symptoms, other co-morbid medical ill-
ness, time constraints of the physicians and
the demand to see more patients in a lim-
ited time giving only a few minutes to a sin-
gle patient, and tacit collusion where both
the physician and the patient know that
there is a diagnosis of depression, but they
would rather not bring the subject up.

Therefore, early treatment of depression
has favorable economic consequences
and allows the person to lead a healthier
life. Over time, these symptoms impact
both the patient’s medical treatment pat-
terns and work place activity. In 1993 the
economic burden of depression in the
USA was estimated between 43.7 and
52.9 billions USD in direct and indirect
costs, based on all costs of depression

treatment, lost earnings due to suicide
and workplace absenteeism.

More than 50% of their costs were found
to be borne by employees in the form of
lost workplace productivity. In 1998 this
figure reached 65 billion USD. 

In England, depression was estimated to
cost over £9,000 million in 2000, of
which only £370 million were direct
costs. The largest cost element was pro-
ductivity losses: Over one year there were
109.7 million working days lost and
2615 deaths due to depression.  

Another study looking at the cost of hos-
pitalization found that it was 15% in
developed countries, 35% in South East
Asia, and more than 50% in Africa and
the Middle East.

In Egypt, a study was conducted on
absenteeism of factory workers with
physical complaints; 60% of these work-
ers were suffering from depression and
were under-recognized, under-diag-
nosed and under-treated.

A study in Pakistan, working on the out
of pocket expenditure for depression
among patients attending private com-
munity psychiatric clinics, found that the
cost of treatment kept the vast majority
of the population away from on going
treatment which contributes to the mis-
ery of the illness and the associated loss
of productivity.

Another reason for paying more atten-
tion to economic issues is the apparently
growing cost of treatment. Some of the
newer modes of treatment for depres-
sion are marketed at higher prices than
the older treatments they could poten-
tially replace. This has raised questions as
to whether the newer treatments are
cost-effective.

Untreated depression produces a signifi-
cant burden on; 

1) medical resources, 

2) work absenteeism, 

5
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3) early retirement, 

4) premature mortality, 

5) co-morbid medical conditions and 

6) quality of life.

Only a small number of mental health
economics studies from developing
countries have been conducted. They
were mainly cost of illness and cost effec-
tiveness studies. Psychiatric disorders
impose a significant burden in develop-
ing countries, and t is not always possible
to extrapolate findings from developed
countries to developing countries.

Depressive disorders satisfy all the criteria
necessary to consider the condition as
being a major public health problem:
they are frequent, they cause significant
suffering and incapacity, effective and
acceptable treatment interventions are
available which are accepted by both the
patients, their families and society, and
finally their prevalence is likely to rise over
the coming years.

Early intervention with the proper treat-
ment is essential whether it is with antide-
pressant medication, psychotherapy or in
cases of severe and psychotic depression
electro-convulsive therapy (ECT). 

Among the priorities that should be taken
into consideration, is the conveyance of
knowledge about depression to everyone
concerned including patients, their fami-
ly, primary care workers, psychiatrists, and
decision makers, in order, among others,
to decrease the stigma of the disease.

Impact on Performance
and Quality of Life

Depression is the most painful of medical
disorders. It is often chronic, recurrent,
and may be responsible for suicidal
attempts. Fifteen per cent of patients
with depression commit suicide, 30 %
attempt suicide and up to 50% of
patients have suicidal ideations.

The WHO estimates that there are near-
ly one million suicides every year, more
than wars, natural disasters and any
other causes of death. Seventy per cent
of these suicides are due to depression,
which can be prevented if diagnosed
and treated early.

Depression causes lack of interest, loss of
volition and inability to concentrate at
work properly. As an example, any physi-
cian suffering from cancer, heart disease,
diabetics can work in his outpatient clin-
ic, but if he or she suffers from depression

alone, or as a co-morbid condition with
one of these disorders, he/she will not be
able to work.

In a study in the USA looking at the
impact of depression on the academic
productivity of university students, they
found a very high correlation between
depression and deterioration of academ-
ic performance.

Currently, psychiatrists are trying to go
beyond the symptomatic recovery or the
improvement of symptoms to functional
recovery or improving the quality of life
of a patient. In most of the studies in
developed and developing countries,
functional recovery often lags behind
syndromal or symptomatic recovery. In
most studies over a period of 5-10 year,s
the syndromal recovery reached 85%,
but the functional recovery was not more
than 30-35%. However, the actual con-
cept of quality of life is not yet defined in
a uniform way, as it lacks clarity and may
even create confusion. In psychiatry, and
particularly in depression, quality of life
has to be taken into consideration for
the patient, the family and the society.
But what is quality of life? In medicine,
the term is a concept for all those human
needs which are often neglected in a
health care field, increasingly dominated
by technology, finances and insurance. It

• Health as a dimension of being ..............................................................� Health as a commodity

• Doctors with a vocation of healer...........................................................� Professionals of medicine

• Eradication of disease .............................................................................� Living with disease and disability

• Protection of community........................................................................� Rights of individuals

• Duty to live .............................................................................................� Right to die

• Paternalism & authority of doctors.........................................................� Agreement & contract with health system

• Conceiving pain as inevitable .................................................................� Pain is a symptom that doctors should remove

• Society and community have.................................................................� Individuals and small groups must assume
responsibility for the individuals health responsibility of own healt

Figure 1. Trends in health care (After Sartorius, 1999).
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Further Readings

1. Murray CJ., Lopez AD. (1996): The Global Burden of Disease: A Comprehensive Assessment of Mortality and Disability from Disease, Injuries and Risk Factors in 1990 and Projected to 2020.
Cambridge, Mass: Harvard School of Public Health on behalf of the World Health Organization and the World Bank

2. Sartorius N. (1999): Quality of life and mental disorders: A global perspective. In Katsching, H., Freeman, H. and Sartorius, N. (Eds.) Quality of life in mental disorders. Wiley. pp319-328
3. World Health Organization (WHO). (2005): Mental Health Atlas: Evidence and research. World Health Organization, Geneva.

is usually characterized by the patient’s
own subjective feeling of well being.
There is evidence that both acute and
chronic depressions are associated with
social dysfunction. Depression seems to
impair the ability to interact appropriate-
ly with the social environment, in terms
both of the fulfillment of more formal
roles and interacting with the immediate
environment. Depressed persons, there-
fore, undermine positive feedback
from others, which in turn prevents
them from acting properly; the rejection
of depressed persons by others is a con-
sistent finding. It is argued in treatment

of depression that pharmacotherapy
leads to the feeling of well being, while
psychotherapy leads to the feeling of sat-
isfaction which are both integral in treat-
ment and improving the quality of life of
depressed persons.

Measuring the quality of life and mak-
ing its improvement prominent in all
health work is an essential corrective to
a number of trends in modern health
care (Figure 1). Each of these trends
has the potential of dehumanizing
medical care and more importantly
mental health care. 

Conclusion

Depression has a destructive effect on
affected individuals, causing them to suf-
fer physically, mentally and socially.

The patient and the families also suffer
and experience economic losses; both
employers and employees can be affect-
ed directly by depression and repercus-
sions usually affect society as a whole,
with consequent loss to the national 
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STABLON INN: Tianeptine. NAME OF THE MEDICINAL PRODUCT: Stablon, coated tablet. COMPOSITION: Tianeptine (INN) sodium salt 12.5 mg. Excipients: q.s. for one coated tablet. INDICATIONS:
Major depressive episodes (ie. typical) DOSAGE AND METHOD OF ADMINISTRATION: The recommended dosage is 1 tablet (12.5 mg) three times a day (morning, midday, and evening) before the
main meals of the day. In chronic alcoholics, whether cirrhotic or not, no alteration of dosage is necessary. In subjects aged over 70 years, and in subjects with renal insufficiency, the dosage should
be restricted to 2 tablets per day. CONTRAINDICATIONS: Children under 15 years old. Combination with MAOIs. A washout period of 2 weeks is necessary between treatment with MAOIs and treat-
ment with tianeptine. A washout period of only 24 hours is required when replacing tianeptine with an MAOI. PRECAUTIONS: • Given the inherent suicide risk in depressed patients, patients should
be carefully monitored, especially at the beginning of the treatment.• If general anesthesia is necessary, the anesthetist should be informed of the treatment, and the drug stopped 24 or 48 hours
prior to surgery. • In an emergency, surgery may be performed without an intervening washout period; peroperative monitoring should be performed. • As with all psychotropic agents, if the treat-
ment is to be interrupted, the dosage should be gradually reduced over a period of 7 to 14 days. DRUG INTERACTIONS: Nonselective MAOIs. PREGNANCY AND LACTATION: Pregnancy: • In ani-
mals, trials have not shown any effect on reproductive function. Only very slight amounts cross the placenta, and there is no fetal accumulation. • In humans, in the absence of clinical data, the
associated risk is not known. Prescription should therefore be avoided during pregnancy. Lactation: tricyclic antidepressants are excreted into breast milk, and thus breast feeding is not recom-
mended during treatment. EFFECTS ON THE ABILITY TO OPERATE VEHICLES OR MACHINERY Some patients may experience diminished alertness. The attention of drivers and machine-operators
should thus be drawn to the risk of drowsiness with this product. SIDE EFFECTS: Rare and generally nonsevere: epigastric pain, abdominal pain, dry mouth, anorexia, nausea, vomiting, constipa-
tion, flatulence; insomnia, drowsiness, nightmares, asthenia; tachycardia, extrasystoles, precordial pain; vertigo, headache, lipothymia, tremor, hot flashes; respiratory discomfort, lump in the throat;
myalgia, back pain. OVERDOSAGE: In all cases, stop treatment and monitor the patient closely. • Gastric lavage • Cardiorespiratory, metabolic, and renal monitoring • Symptomatic treatment of
any clinical manifestations, especially assisted ventilation and correction of metabolic and renal disorders. PHARMACOLOGICAL PROPERTIES: Antidepressant. Tianeptine is an antidepressant.
Tianeptine has the following properties in animals: • Tianeptine increases the spontaneous activity of pyramidal cells in the hippocampus and accelerates their recovery after functional inhibition
; • Tianeptine increases the rate of serotonin reuptake by neurons in the cortex and hippocampus; In man, tianeptine is characterized by • an action on mood disturbances giving it an intermedi-
ate position in the bipolar classification between sedative antidepressants and stimulant antidepressants; • marked action on somatic complaints, especially gastrointestinal com-
plaints related to anxiety and mood disturbances; • an action on the disturbances in the character and behaviour of alcoholics during the withdrawal period. Moreover, tianeptine
has no effect on: • sleep and alertness, • the cardiovascular system, • the cholinergic system (no anticholinergic symptoms), and • drug addiction. www.servier.com

1. McEwen BS, Olié JP. Molecular Psychiatry. 2005:1-13. 2. Kasper S, Olié JP. Eur Psychiatry. 2002;17:331-340. 

Treating depression beyond symptoms

STABLON has a unique impact on neuroplasticity 
for potent antidepressant efficacy1-2

STABLON restores neuroplasticity in brain structures 
involved in the control of mood and emotions
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