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Abstract
Background: Depressive illness is associated with significant adverse consequences for patients and their families,
and for society. Clinical challenges are encountered in the management of patients suffering from depression
whether they are designated difficult-to-treat or treatment-resistant. Prospective serial depression treatment trials
have shown that less than 40% of patients with major depressive disorder remit with an initial pharmacotherapy
trial, and a progressively smaller proportion of patients remit with each subsequent trial. For patients who suffer
from difficult-to-treat depression (DTD), treatments should focus on patient-centred symptom control, patient
functioning, and improving patient quality of life. Among the treatment options for patients with DTD is Vagus
Nerve Stimulation (VNS) Therapy. VNS Therapy involves intermittent electrical stimulation of the left cervical vagus
nerve and has been shown to be efficacious for long-term management of patients with DTD.
Methods: RESTORE-LIFE is a prospective, observational, multi-site, global post-market study intended to assess
short-, mid-, and long-term effectiveness and efficiency outcomes in a ‘real-world’ setting among patients with DTD
treated with adjunctive VNS Therapy. A minimum of 500 patients will be implanted with a VNS Therapy System at
up to 80 global sites. Eligible patients will participate in a baseline visit between 1 and 6 weeks before device
implant and will be followed for a minimum of 36 months and a maximum of 60 months. The diagnosis of
depression and comorbid disorders will be determined using the Mini-International Neuropsychiatric Interview
(MINI). The primary endpoint is response rate, defined as a decrease of ≥50% in Montgomery Åsberg Depression
Rating Scale (MADRS) total score from baseline to 12 months post-implant.
(Continued on next page)
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Discussion: A standardized approach in the management of DTD may not be appropriate for the treatment of
such a complex heterogenous patient population. This study has been designed to evaluate whether VNS Therapy
meaningfully improves and sustains clinical and depressive symptom outcomes in patients with DTD. This study will
investigate the durability of VNS response in DTD and utility of VNS for long-term disease management of DTD. In
addition, the study results will potentially clarify clinical, functional, and health economic questions in a real-world
patient population with DTD.
Trial registration: ClinicalTrials.gov NCT03320304. Registered 25 October 2017
Keywords: Bipolar disorder, Difficult-to-treat depression, Major depressive disorder, Real-world setting, RESTORELIFE, Study design, Treatment-resistant depression, Vagus nerve stimulation therapy, VNS

Background
Depressive illness (‘depression’) is one of the major
healthcare issues in the twenty-first century and is
ranked by the World Health Organization as the single
largest contributor of years lived with disability worldwide [1]. Depression is associated with a high burden of
disease and has significant adverse consequences for patients, their families, and for society due to impaired
daily functioning, impaired social relationships, and financial burdens [2, 3]. Depression is also associated with
a significant increased mortality risk due to comorbid
medical disorders and increased suicidality [4, 5].
Currently, there are three common treatment modalities with substantial evidence of effectiveness in the
treatment of major depressive disorder [6, 7]. Pharmacotherapy with antidepressant drugs is usually the first-line
treatment for major depression and prospective serial
depression treatment trials have demonstrated that
about 40% of patients will not achieve and sustain remission with an initial pharmacotherapy trial, and a progressively smaller proportion of patients remit with each
subsequent trial, until the remission rate after a fourth
antidepressant trial is between 10 and 15% [8–10].
Manual-based psychological therapy is another common
treatment modality for major depression, with the most
persuasive evidence for cognitive behavioural therapy
[11]. Several neurostimulation strategies ─ principally
electroconvulsive therapy (ECT) ─ are also available for
individuals who are insufficiently responsive to pharmacotherapy and/or psychosocial interventions, with clinicians reserving ECT for patients with psychotic
depression or when an immediate response to treatment
is warranted [12].
Patients who do not adequately respond to multiple
therapeutic interventions are considered to have
difficult-to-treat depression and constitute about 15 to
20% of patients with major depressive disorder [13–16].
Such patients have significantly higher utilisation of
health care resources, such as inpatient care, pharmaceutical drugs, and increased medical utilization for
non-psychiatric conditions compared to patients with

depression who successfully remit after initial attempts
with standard treatment options [17]. When direct costs
such as health care costs and indirect costs such as those
resulting from lost productivity are combined, it has
been estimated that depression is the second most costly
medical condition in developed countries [18, 19].
Describing such a patient population as experiencing
difficult-to-treat depression (DTD) is preferred over the
previous term of treatment-resistant depression (TRD)
as it has been suggested that TRD negatively categorizes
a patient’s condition, whereas, the DTD term is a holistic
and more clinically useful collaborative construct that
recognizes the complexities of creating an effective treatment plan and may encourage patients and clinicians to
consider a broader range of treatment options [20, 21].
Several new treatment modalities for DTD have
emerged such as (es) ketamine, neurosteroids, and additional forms of neurostimulation based on electrical or
magnetic impulses: Vagus Nerve Stimulation Therapy
(VNS Therapy®) and repetitive transcranial magnetic
stimulation (rTMS) [22].
VNS Therapy is an approved adjunctive treatment option for patients with DTD [23–25]. In 2001, VNS Therapy received CE marking in Europe for the treatment of
chronic or recurrent depression in patients who are in a
treatment-resistant or treatment-intolerant major depressive episode. VNS Therapy was approved in the
United States in 2005 by the US Food and Drug Administration for the adjunctive long-term treatment of
chronic or recurrent depression for patients 18 years of
age or older who are experiencing a major depressive
episode and have not had an adequate response to four
or more adequate antidepressant treatments.
VNS Therapy consists of an implanted pulse generator
connected to a helical electrode that wraps around a patient’s left cervical vagus nerve (Fig. 1). This system delivers mild intermittent electrical stimulation to the
vagus nerve eliciting action potentials in the vagal fibres
that synapse in the brainstem. The anode and cathode
electrodes are positioned on the vagus nerve such that
the anode is distal to the patient’s head forming an
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Fig. 1 schematic representation of the VNS therapy system. Study
participants will be implanted with the VNS Therapy system that
includes a small pulse generator surgically implanted
subcutaneously in the thoracic area (usually the left side) and a thin,
flexible wire called a lead that connects to the vagus nerve (Fig 1).
Mild intermittent electrical stimulation is delivered to the vagus
nerve eliciting action potentials in the vagal fibres that synapse in
the brainstem. Clinicians are able to program the system using an
external programming device relying on attentive patient-specific
titration to select the right combination of adjustable parameters
(output current, frequency, pulse width, and signal ON and OFF
times) to attain full activation of the vagus nerve while minimizing
stimulation-induced side effects. Additional information is provided
in the VNS Therapy Physician’s Manual and the Implant Manual

anodal block and ensuring stimulation of afferent fibres.
The afferent sensory fibres of the vagus nerve terminate
at the nucleus tractus solitarius which in turn projects to
the locus coeruleus. The locus coeruleus contains
norepinephrine-containing neurons with connections to
various regions, including the thalamus, the hypothalamus, the orbito-frontal cortex, and the cerebellum.
The stimulation of the left vagus nerve has been
shown to induce widespread bilateral effects in areas of
the brain implicated in affective regulations that are also
responsible for modulation of key neurotransmitters
such as serotonin and norepinephrine.
Several large clinical studies have evaluated VNS Therapy in patients with depression since the market approval and have shown that the treatment is efficacious
for long-term patient management; and a meta-analysis
demonstrated that VNS has an acceptable adverse event
profile [25–28]. These studies also demonstrated that
the assessment of depression outcomes has to be longitudinal and of sufficient duration an improved clinical
response is observed within 6 to 24 months following
implantation with the mean time-to-first response of 12
months (defined as a 50% reduction in baseline depression assessment scores). Additional studies of VNS
Therapy in the treatment of depression suggest that: (1)
VNS Therapy has a positive effect on overall mortality
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and suicidality in DTD [29]; (2) VNS Therapy has clinically meaningful improvements in quality of life in patients
with unipolar as well as bipolar disorder, even when the
response is below the classic 50% reduction from baseline
score [30]; (3) VNS Therapy improves cognitive and clinical measures in DTD [31]; (4) VNS Therapy is associated
with localized changes in the brain as evidenced by functional brain imaging techniques [32]; and (5) patients who
fail ECT may respond to VNS [33].
Despite these clinical evidence of benefits in the treatment of depression, VNS Therapy remains to be used as a
standard add-on treatment to antidepressants, moodstabilizing agents, or other augmentation agents in persons with DTD. Several reports have found either an earlier or more frequent benefit (in both response and
remission rates) when VNS Therapy was added to treatment as usual (TAU) as compared to TAU alone [25–27].
Currently there is no consensus on the required number of medication failures prior to consideration of VNS
Therapy as a treatment option in patients with DTD;
and guidelines are defined by each country or reimbursement agency. A recent international consensus
publication from McAllister-Williams et al. has suggested identification and management of DTD based on
consideration of DTD as a chronic condition and proposed defining DTD as ‘depression that continues to
cause significant burden despite usual treatment efforts’
[20]. The authors also described a practical framework
that looks beyond clinical symptom control to assess
treatment success in patients with DTD and focuses on
patient-centred expectations of meaningful improvements in symptom control, cognition, daily psychosocial
functioning, and overall quality of life. Furthermore, the
authors stated that DTD may be suspected or diagnosed
in some patients following one or two treatment failures,
especially if comorbidities and concomitant medications
are barriers to prescribing additional treatment options.
Study aims

The aim of the RESTORE-LIFE study (a global pRospective, multi-cEnter, obServational post-markeT study
tO assess shoRt-, mid-, and long-term Effectiveness and
efficiency of VNS Therapy® as adjunctive therapy in
reaL-world patIents with diFficult-to-treat dEpression) is
to assess whether adjunctive VNS Therapy meaningfully
improves and sustains (short-, mid-, and long-term) clinical outcomes of patients with DTD in a ‘real-world’
(standard of care) patient population from various countries. The study will also investigate the durability of response to VNS Therapy in DTD and overall long-term
disease management of these patients based on the
changes in mood, severity of depression, mania, quality
of life, psychosocial impairment, cognition, anxiety, suicidality, adjunctive antidepressant treatment usage, and
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safety assessments. Exploratory aims include assessment
of positive affect, negative affect, hedonic tone, cognitive
functioning, overall functioning, meaningfulness of life,
and happiness; and a health economics approach based
on resource consumption analysis.

Methods
Study design

This prospective, observational, multi-site, global postmarket study will collect data on a minimum of 500 patients implanted with a VNS Therapy device at up to 80
global study sites. The primary objective of the study is
to assess short-, mid- and long-term clinical outcomes
in patients with DTD treated with adjunctive VNS Therapy. The primary endpoint of response rate is defined as
a decrease of ≥50% in Montgomery Åsberg Depression
Rating Scale (MADRS) total score from baseline to 12
months post-implant, and the analysis will include patients who were experiencing a major depressive episode
at the time of enrolment (i.e. a baseline MADRS total
score ≥ 20).
The schedule of assessments is provided in Table 1.
Each study participant will participate in a baseline visit
between 1 to 6 weeks before the VNS Therapy implantation surgery. Once implanted with the VNS Therapy
device, participants will be followed for a minimum of
36 months and a maximum of 60 months. Participants
will report to the site for study follow-up assessments
and the study visits will coincide with the standard medical care for patients treated with VNS Therapy. The
study physician may schedule additional standard of care
visits to manage the participant’s depression as necessary
and according to the study physician’s standard practice.
All participants will exit the study after completing 60
months of post-implantation follow-up, or at study end
(whichever comes first). The study may be stopped when
the last participant has reached the 36 months of followup. Study end will be communicated to all participating
sites. The study will be considered completed when all
enrolled participants complete the study completion/termination record.
Study sites and recruitment

Eligible patients will be recruited from patients who have
been referred for treatment with VNS Therapy at sites
that offer VNS Therapy for the treatment of DTD per
standard of care. Up to 80 sites worldwide may participate in this study. Participating clinical study sites will
be carefully selected and must be specialty psychiatry
centres with experience treating patients with DTD (ie,
have experience with VNS Therapy, ECT, or rTMS). Recruitment materials, such as posters, folders, advertisements, will only be used after obtaining the applicable
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approvals from ethics committees and/or competent
authorities.
Participants and eligibility

The study population will comprise of a global ‘realworld’ (standard of care) patient population with DTD
referred for treatment with VNS Therapy; therefore, the
inclusion criteria as presented below are minimal. The
study physicians should reference the indications and
contra-indications as specified in the VNS Therapy Physician’s Manual that is applicable in their region.
Eligible participants are adults of 18 years of age or
older with a documented primary diagnosis of chronic
(> 2 years) or recurrent (2 or more prior episodes) major
depressive episode that has not adequately responded to
an adequate number of antidepressant treatments, as per
local medical standards.
The current depressive episode and comorbid disorders will be determined using the Mini-International
Neuropsychiatric Interview (MINI) which is a physicianrated neuropsychiatric instrument that will be used to
confirm the diagnosis of eligible mood disorders including major depressive disorder, bipolar I disorder, and bipolar II disorder, each in the depressed phase, and
identify comorbid disorders [34–36]. In addition, the
course of the mood disorder must evidence a high likelihood of the need for long-term treatment as evidenced
by the current major depressive episode lasting at least
two years or the history of at least two prior major depressive episodes.
The level of DTD must also be substantial and clear as
evidenced by the failure to respond adequately to standard psychiatric management. These failed antidepressant
trials will be verified using the modified Antidepressant
Treatment History Form (ATHF) [37]. This is a
clinician-rated scale used to collect information on the
adequacy and response to previous antidepressant treatments, such as medications, trials of ECT, rTMS, psychotherapy, and newer antidepressants and medication
combinations.
Additional key eligibility criteria include currently receiving at least one antidepressant treatment (such as
antidepressant drug, maintenance ECT, or formal psychotherapy including supportive psychotherapy) or
mood stabilizing treatment for bipolar patients (such as
lithium, anticonvulsants, or atypical antipsychotics); and
ability and willingness to comply with the frequency of
(outpatient) clinic visits and to reliably complete all the
evaluations as specified in the study protocol. Based on
the nature of their disease, the following patients should
be excluded from study participation: patients with mental retardation, current severe or significant substance/
alcohol abuse, diagnosis of one or more schizophreniaspectrum or other psychotic disorders, diagnosis of
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Table 1 Schedule of assessments
Visits

Baseline

Implant
(Day 0)

Titration visits
(as needed
following implant)

Follow-up visits
(at 3, 6, 9, 12, 15,
18, 24, 30, and
36 months) a]

Long-term follow-up
(every 6 months until
60 months or study ends)

Allowed visit window

6 weeks to 1 week
before implant

n/a

n/a

± 45 days

± 60 days

Informed consent

X

Assessment of eligibility criteria

X
X

As needed

VNS Therapy implant/revision/explant
VNS Therapy parameter settings

X

X

X

X

Device deficiency monitoring (if applicable)

X

X

X

X

Study assessments
MINI

X

Modified ATHF

X

Medical history, demographics, and
baseline patient characteristics

X

MADRS

X

X

X

QIDS-SR (not collected at 3, 9,
and 15 months)

X

X

X

Q-LES-Q-SF (not collected at 3, 9,
and 15 months)

X

X

X

EQ-5D-5L (not collected at 3, 9,
and 15 months)

X

X

X

WPAI:D

X

X

X

LAPS

X

X

X

ASRM b

X

X

X

Cognition test (THINC-it®) (not
collected at 3, 9, and 15 months) b

X

X

X

GAD-7 (not collected at 3, 9,
and 15 months) b

X

X

X

Health Care Utilization Form (not
collected at 3, 9, and 15 months) c

X

X

X

X

X

X

X

Antidepressant treatments

d

X

Adverse events monitoring
Study completion/termination record

X

X

e

X
At study exit

a

QIDS-SR, Q-LES-Q-SF, EQ-5D-5L, THINC-it, GAD-7, and Health Care Utilization Form are not collected at 3, 9, and 15 months
b
The ASRM, THINC-it, and GAD-7 are optional assessments to be completed at selected sites only and will be upto the investigators’ clinical judgment to decide
which participants complete the assessments
c
Health care utilization data (eg, number of depression-related emergency room visits and/or hospitalizations) will be obtained where possible (patient reported
and/or based on medical records, whichever is available). More detailed information may be derived from a national health care database, if available, and if the
patient provides consent to collect this data
d
Antidepressant medications and psychotropics, ECT, rTMS, and/or psychotherapy (such as interpersonal therapy and cognitive behavioural therapy)
e
Including participant satisfaction record (if applicable)

borderline or severe personality disorder as determined
by clinical judgment which, in the investigator’s opinion,
would significantly interfere with study participation.
Intervention (VNS therapy implant procedure and
programming)

Per standard of care, all participants will be implanted
with a commercially available implantable VNS Therapy System (manufactured by LivaNova) with generator, lead, and external programming system. The

VNS Therapy Physician’s Manual and the Implant
Manual contain instructions regarding the implantation procedure and initial device parameters/diagnostics. Surgeons performing the implantation procedures
should have the appropriate qualifications and training to perform the surgery. VNS Therapy consists of
a pulse generator which is surgically implanted subcutaneously in the thoracic area (usually the left side)
and delivers intermittent electrical signals to the
vagus nerve via a lead that is partially wrapped
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around the vagus nerve in the mid-cervical region.
The electrical signals are relayed to various regions of
the brain. The system is programmed via an external
programming device (see Fig. 1).
Following device implantation, the device must be
switched ON and titrated to clinical efficacy as per
standard medical care. Clinicians program the system
using an external programming device and rely on attentive patient-specific titration to select the right combination of adjustable parameters (output current,
frequency, pulse width, and signal ON and OFF times)
to attain full activation of the vagus nerve while minimizing stimulation-induced side effects. Usually stimulation is delivered intermittently, typically 30 s ON, 5 min
OFF. The rate of titration varies by patient and their response until a therapeutic dose has been established; all
sites are encouraged to reach a stimulation of minimally
1 mA (considered minimal therapeutic dose) at a duty
cycle of minimally 10%. This recommendation is based
on previous findings that a higher delivered charge predicted greater sustained antidepressant effects [38].
The sponsor has developed detailed metrics on the titration procedure to assist clinicians reach the optimal
therapeutic dose of VNS for individual patients. Patients
who are under-dosed and do not achieve the therapeutic
dose of VNS will be identified via a so-called ‘risk-based
study monitoring’ method. The sponsor will contact sites
that have patients below therapeutic dose and if needed
the sponsor will provide technical support to the principal investigators on titrating VNS parameters to reach
the minimal therapeutic dose as reasonably possible.
All data regarding the device implant and parameter
settings will be recorded.
The sponsor/device manufacturer’s personnel will be
available as needed to provide technical support to principal investigators and as requested, support may include
investigative site training, on-site troubleshooting, providing clarifications to study sites concerning the operation of the VNS Therapy device (including
programmers and other support equipment), demonstrating the assembly and operation of the VNS Therapy
device, and clarify device operation or output.
Additional information is provided in the VNS Therapy Physician’s Manual and the Implant Manual.
Additional quality control measures

Prior to investigational site activation or involvement in
study activities, training will be provided to the site
personnel who will be involved in study activities. The
study physician or designees must conduct the study as
described in the protocol except for an emergency in
which proper care of the participant requires immediate
action. Any deviation from the protocol must be reported promptly.
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The study physician or designee is responsible for
maintaining adequate and accurate medical records from
which all data required per protocol is captured into the
electronic case report forms. The patient-reported outcome questionnaires can be completed by the participant directly on a tablet computer using an electronic
patient reported outcome (ePRO) system.
Monitoring of the clinical study will be an interactive
process to ensure that high-quality data is obtained and
that the study is conducted in compliance with the
protocol, applicable laws, regulations, and good clinical
practice guidelines. A risk-based monitoring approach
will be followed to provide flexibility for on-site monitoring visits and centralized monitoring methods.
Effectiveness and efficiency outcome measures and
assessments

The RESTORE-LIFE study will conduct a series of assessments designed to measure the response rate, durability of response to VNS Therapy in DTD, and overall
long-term disease management of these patients based
on changes in mood, severity of depression, mania, quality of life, psychosocial impairment, cognition, anxiety,
suicidality, adjunctive antidepressant treatment usage,
and safety assessments. The assessments will be conducted at regular time intervals during standard medical
care as specified in the Schedule of Assessments
(Table 1) to evaluate changes in clinical symptoms over
time in response to adjunctive VNS Therapy. The primary, secondary, and exploratory outcome measures
along with information on the related scales and questionnaires are listed in Table 2.
Note that only validated scales and questionnaires are
being used in this study. For each participating country,
the sponsor obtains fully licensed and validated translations of the scales and questionnaires in the local
languages.
Some of these scales and questionnaires will be completed by the study participants, and the other scales will
be completed and assessed by the study investigator/
physician or qualified mental health care professional
with the training and clinical experience necessary to
conduct these assessments. Care will be taken to ensure that the assessments are conducted in a similar
manner and condition at all visits for a given
participant.
Healthcare resource utilization

An exploratory analysis will be conducted with the aim
of identifying the main sources of resource utilization related to patients with DTD who are subsequently treated
with VNS Therapy (Table 2). This exploratory analysis is
not being planned to demonstrate any resource
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Table 2 List of effectiveness and efficiency outcome measures
Outcome measures

Measurement details with clinician-rated and patient-reported scales

Primary outcome measure
Rate of response

Decrease of ≥50% in MADRS total score from baseline to 12 months
post-implant. The MADRS is a physician-rated instrument to assess
the severity of depressive symptoms during the past week [39, 40].

Secondary outcome measures
Duration of response

The difference between the first recorded date of post-baseline
MADRS score when response is achieved (based on a decrease in
baseline MADRS score of ≥50%) and the first date at which the
MADRS score reaches a level of < 40% from baseline.

Duration of response

Change in MADRS score over time

Duration of response

Cumulative percentage of first-time responders (based on reduction
in baseline MADRS score of ≥50%) and cumulative remission (based
on MADRS score of ≤9 at any post-baseline visit) over time.

Changes in mood, depression, and mania scores

This will be based on changes in MADRS, QIDS-SR, and ASRM. The
QIDS-SR questionnaire measures symptoms of mood and depression
[41]. The ASRM measures the presence and severity of manic and
hypomanic symptoms, specifically in patients diagnosed with bipolar
disorder [42]. Note: ASRM is an optional assessment.

Changes in quality of life and psychosocial impairment

The WPAI:D questionnaire measures impairments in work and activities
in depression [43]. The Q-LES-Q-SF scale measures the degree of
enjoyment and satisfaction experienced during the past week [44]. The
EQ-5D-5L questionnaire measures generic health status and quality of
life [45].

Changes in suicidality

Based on Item Number 10 of MADRS and Item Number 12 of QIDS-SR.

Changes in antidepressant treatments

This will include data on drug dosage and type of antidepressant
medications, and duration and intervals of maintenance ECT, rTMS,
and/or psychotherapy.

Changes in cognition

THINC-it® Tool includes the 5-item PDQ-5, in addition to 4 traditional
cognitive assessments which have been reconfigured for computerbased administration. Thus, it assesses both a patient’s subjective
assessment as well as key objective measures of cognitive function
[46]. Note: THINC-it is an optional assessment.

Changes in anxiety

The GAD-7 measures severity of generalized anxiety disorder [47].
Note: GAD-7 is an optional assessment.

Exploratory outcome measures
Changes in positive affect, negative affect, hedonic tone,
cognitive functioning, overall functioning, meaningfulness
of life, and happiness with adjunctive VNS treatment

The LAPS questionnaire assesses negative affect, positive affect,
hedonic tone, and meaningfulness of life [48].

Healthcare resource utilization analysis

Healthcare utilization data will be used to assess the main sources
of resource utilization associated with DTD management per patient
who have been subsequently treated with VNS Therapy. The collected
data will include the number of depression-related emergency room
visits leading to hospitalizations, antidepressant medication usage, and
adjunctive antidepressant treatments before and after the start of VNS
Therapy.

The patient-completed self-report assessments will be completed by participants who are able to complete the assessments with minimal assistance
The ASRM, THINC-it Tool, and GAD-7 are optional assessments that will be completed at selected and interested sites only, and participants will be selected to
complete the assessments based on the study physician’s clinical judgment

consumption savings associated with VNS therapy as the
study is not designed for this purpose.
To enable a calculation of the expenditures associated
with the use of the VNS Therapy system, the following
data will be collected (prior to enrolment and during
study): number of emergency room visits (depression related or not); number of depression related emergency

room visits leading to hospitalization; number, dosage,
and type of antidepressant medications and psychotropics; number of adjunctive antidepressant treatments
such as ECT, rTMS, and/or psychotherapy (such as
interpersonal therapy and cognitive behavioural therapy).
The data will be obtained from patient’s self-reports
and/or medical records, as available.
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For those patients who provide consent to collect additional data and who are enrolled in a country with a national healthcare database, a more detailed resources
consumption analysis will be conducted (such as number
of depression related general practitioner, emergency
room visits and/or outpatient visits).
Safety assessments

All participants will be monitored for safety and evaluated
for any depressive symptoms (including suicidal ideation)
by completing study assessments throughout the study.
Additionally, the participants will be instructed to contact
their physician in case of worsening depression/suicidality.
The sponsor is responsible for the ongoing safety evaluation of the VNS Therapy system, review of reported adverse events, investigation of unanticipated serious
adverse device effects, and notification of regulatory authorities per applicable requirements.
For safety evaluation, data will be collected on adverse
events, serious adverse events, VNS Therapy related adverse events and serious adverse events (including the
use of the device), unanticipated adverse device effects,
and device deficiencies. Adverse events will be followed
until (a) resolution, (b) stabilization, (c) the end of the
study, or (d) if a study physician and/or sponsor determines that a device-related adverse event must be
followed until its conclusion which extends beyond the
end of the study.
The study physicians should reference the VNS Therapy
Physician’s Manual for a list of anticipated adverse events
that have been frequently reported in clinical studies. Any
serious adverse device effect not listed in the Physician’s
Manual will be considered as unanticipated.
Concomitant treatments

During participation in the study, participants will not
be required to stop or change any concomitant medications or treatments. All adjunctive treatments for the
treatment of depression are allowed per physician’s clinical judgment based on site’s standard of care.
Participants enrolled in this study must be receiving at
least one antidepressant treatment (ie, antidepressant
drug, maintenance ECT, or formal psychotherapy including supportive psychotherapy) or mood-stabilizing
treatment for bipolar patients (such as lithium, anticonvulsants, or atypical antipsychotics). Concomitant use of
antidepressant medications and psychotropics, nonpharmacologic antidepressant treatments for depression,
and inpatient hospitalizations will be recorded.
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focus on a combination of descriptive and exploratory
statistics, rather than confirmation of formal hypothesis
testing; that is, the provision of two-sided 95% confidence intervals rather than p-values. As an additional
consequence, the emphasis provided in the study will be
on the precision of the estimate. A sample size of 500
patients is sufficient to provide higher precision of the
estimates in term of width of the 95% confidence interval for the key study endpoints:
– For the primary endpoint based on MADRS, the
width of the 95% CI will be of 7.8% assuming an
observed response of approximately 25%.
– For the secondary endpoint based on Q-LES-Q-SF
response (and the available Q-LES-Q-SF data obtained in the D-23 study), the width of the 95% CI
will be 8.9% assuming an observed response of approximately 50% [49].
Enrolled analysis population will include all participants who signed the informed consent and who satisfy
the study eligibility criteria. Safety analysis population
will include all enrolled participants who were implanted
with the VNS Therapy system and received at least one
dose of stimulation. The full analysis set population will
include all participants in the safety analysis population
with evaluable baseline device data; that is, patients who
have the device implanted and received at least one dose
of stimulation. As such, for this study, the full analysis
set population is equivalent to the safety analysis
population.
The full analysis set population will be used mainly for
all effectiveness and efficiency summaries and is considered the primary population. Descriptive statistics will
be calculated using as reference the number of participants in the relevant analysis population, according to
the nature of the data (i.e., continuous, discrete, time to
event) as follows: continuous variables by number of
non-missing observations, arithmetic mean, standard deviation, minimum and maximum values, median and
quartiles and categorical variables by absolute and relative frequencies.
Study participants

Participant disposition including the number of participants enrolled/implanted and the numbers completing
or discontinuing (including the reason for discontinuation) will be provided. Information on demographics,
implant characteristics, medical history, medications,
and treatments will be summarized as appropriate.

Sample size and statistical analysis considerations

As this is an observational study designed to describe
the characteristics of VNS Therapy in a real-world setting, the statistical analysis of the study outcomes will

Primary analysis

The primary endpoint of response ─ defined as a decrease in MADRS total score of at least 50% from
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baseline to 12 months post-implant ─ will be provided
for patients who were experiencing a major depressive
episode at the time of enrolment (i.e. a baseline MADRS
total score ≥ 20). The number and percentage of participants with response and the associated 95% confidence
interval will be presented.

Secondary efficacy analyses

The secondary analyses will include response duration
and changes in mood, severity of depression, mania,
quality of life, psychosocial impairment, cognition, anxiety, suicidality, and adjunctive antidepressant treatment
usage. Absolute scores and changes from baseline in
each of the continuous secondary endpoints will be summarized for each of the follow-up assessments; and 95%
confidence intervals for the changes will be presented.

Exploratory efficacy analyses

Further exploratory analyses of the primary endpoint
may be conducted to identify and better understand any
correlations between selected demographic, baseline
characteristics, and response status using logistic regression techniques. Exploratory analyses of changes in positive affect, negative affect, hedonic tone, cognitive, and
overall functioning, meaningfulness of life and happiness
and patient functioning as measured by LAPS will be
performed. Furthermore, exploratory analyses will be
carried out with the aim to assess the resource consumption associated to VNS therapy for DTD management per patient; this will include hospitalizations,
antidepressant medication usage and adjunctive antidepressant treatments pre and post VNS Therapy. For
those patients who provide consent to collect additional
data and who are enrolled in a country with a national
healthcare database, a more detailed resources consumption analysis will be conducted.

Safety analysis

Safety data will be summarized descriptively, based on
the safety analysis population (defined above). Adverse
event data will be summarized by means of number of
participants with at least one event, incidence rates,
crude incidence rates. Similarly, statistics for serious adverse event; adverse device effect; serious adverse device
effect; unanticipated serious adverse device effect and
deaths will be presented.
Note that an adverse event with a ‘related’ causal relationship to the VNS therapy will be considered an Adverse Device Effect. Details of any recorded device
deficiencies will be listed. Further safety tabulations may
be presented, as appropriate.
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Interim analysis

An interim analysis may be planned after a sufficient
number of patients have enrolled into the study.
Data monitoring

The principal investigators will oversee their respective centres, while the sponsor’s study manager will
oversee both the scientific and administrative aspects
of RESTORE-LIFE. The principal investigators will
communicate regularly with the sponsor’s study manager regarding data collection, and the project coordinator will ensure smooth internal and external
communications.
Study steering committee

A steering committee has been established for this study
to assist the sponsor in designing and managing the
study based upon scientific, medical, and technical experience and expertise. The committee is comprised of
individuals with specialized knowledge and experience in
psychiatry and/or any other discipline needed to fulfil
the responsibilities of the steering committee.

Discussion
This paper describes the study protocol for RESTORELIFE: a prospective, observational, multi-site, global
post-market study intended to assess short-, mid-, and
long-term effectiveness and efficiency outcomes in ‘realworld’ setting among patients with DTD treated with
VNS Therapy as adjunctive therapy.
To our knowledge, RESTORE-LIFE will be the largest
post-market trial with VNS Therapy in DTD to be conducted globally.
The study has several strengths, it is multicentre and
has been designed to evaluate if VNS Therapy meaningfully improves and sustains clinical and depressive symptom outcomes in patients with DTD. The study will also
investigate the durability of VNS response in DTD and
the long-term disease management of patients with
DTD treated with VNS. In addition, the study results
will potentially clarify clinical, functional, and health
economics questions in a real-world patient population
with DTD in different countries around the world.
Changes in positive affect, negative affect, hedonic tone,
cognitive functioning, overall functioning, meaningfulness of life, and happiness will also be assessed.
We anticipate that the study participants may benefit
from more frequent visits with their treating physician.
In addition, patients receiving VNS Therapy in the future may benefit from information gathered during this
study outside the standard of care.
Currently there is no standard approach to the management of DTD as a standardized algorithm will not be
appropriate for the treatment of such a heterogenous
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patient population. The results of this study may provide
new evidence to influence clinical practice, including potentially providing access to VNS Therapy to patients
with DTD in new and/or additional geographical regions, and help healthcare providers make more informed therapeutic decisions in the use of VNS Therapy
as an effective and safe adjunctive therapy in treating patients with DTD.
As the study will assess VNS Therapy for the treatment of patients in a real-world setting, it may potentially have several related limitations, including the lack
of randomization and blinding of participants and clinicians, the lack of a control group, potential attrition of
participants and deviations in the delivery of the intervention, differential optimization of VNS parameter settings, differential use of concomitant anti-depressant
medications and treatments in patients, and the heterogeneous study population may limit generalizability. The
suicidality assessment may be limited as it will be
assessed based on a single item in the MADRS scale and
a single item in the QIDS-SR scale, instead of being
assessed using a specific suicidality scale. In addition,
this will be a 5-year longitudinal study and participant
attrition over time may decrease the sample sizes at each
analysis time point.
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Study status

Ethics approval and consent to participate
The design of the study was approved by the “Ethische Commissie
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University Hospital of Leuven in Belgium (Registration Number S61554), the
“London - Riverside Research Ethics Committee” for South London and
Maudsley NHS Foundation Trust of The Maudsley Hospital in London –
United Kingdom (Reference Number 18/LO/1001), and by the respective
ethics committees of all participating centres. To protect the welfare of
participants, the study will be approved by the ethics committees at each
participating site prior to enrolment of the site’s first patient. The study will
be conducted according to the study protocol and in compliance with
recognized international standards. Any important protocol modifications
and amendments will be immediately communicated to all the participating
centres. Prospective participants will receive an explanation of all aspects of
the study that is relevant for the participant to make his or her decision, and
all participants have to provide a signed informed consent before
participating in the study. Participants who provide a signed informed
consent but do not satisfy the inclusion criteria will be withdrawn from the
study prior to implant and will be considered screen failures; and sites will
maintain logs of screening and consenting participants. Participants are
informed that they can withdraw their consent at any time without negative
consequences for their future care. Participants will be asked if they want to
provide a reason for withdrawal. Study physicians can decide to withdraw a
participant from the study for urgent medical reasons.

Enrolment in the study commenced in December 2017
and is expected to take about 5 years to complete. At the
time of submission, participant recruitment and data
collection are ongoing with 76 study participants enrolled, and new centres are continuing to be selected for
study participation. The RESTORE-LIFE study is running in parallel with a randomized blinded trial of VNS
in TRD in the United States (RECOVER trial; ClinicalTrials.gov identifier NCT03887715) [50].
Abbreviations
ASRM: Altman Self-Rating Mania Scale; ATHF: Antidepressant Treatment
History Form; CE Marking: Conformité Européene (European Conformity);
DTD: Difficult-to-Treat Depression; ECT: Electroconvulsive Therapy; EQ-5D5L: EuroQoL five dimensions questionnaire; FDA: Food and Drug
Administration; GAD-7: Generalized Anxiety Disorder Assessment;
LAPS: Leuven Affect and Pleasure Scale; MADRS: Montgomery Åsberg
Depression Rating Scale; MINI: Mini-International Neuropsychiatric Interview;
PDQ-5: Perceived Deficits Questionnaire; QIDS-SR: Quick Inventory of
Depressive Symptomatology Self-Report; Q-LES-Q-SF: Quality of Life
Enjoyment and Satisfaction Questionnaire – Short Form; rTMS: repetitive
Transcranial Magnetic Stimulation; TAU: treatment-as-usual; THINC-it: THINCIntegrated Tool; TRD: Treatment-Resistant Depression; VNS: Vagus Nerve
Stimulation; WPAI:D: Work Productivity and Activity Impairment
Questionnaire-Depression
Acknowledgements
The authors extend their sincere appreciation to A. John Rush, MD for his
critical review of the manuscript. The authors thank Giacomo Mordenti, PhD
and Teresa Greco, PhD for developing the statistical elements of the trial,
and thank Karishma Manzur, PhD of Lenimen Consulting, Inc. for providing
medical writing support, which was funded by LivaNova.

Funding
The RESTORE-LIFE study is funded by LivaNova Belgium, a LivaNova PLC subsidiary. The current role of LivaNova is as follows: LivaNova is funding the
study and is responsible for the study oversight; LivaNova collaborated with
the authors in developing the study design; LivaNova is recruiting investigative sites to participate in the study; if requested by the study physician, a
LivaNova representative may be present during VNS Therapy implantation;
LivaNova has developed detailed metrics to assist clinicians on the VNS Therapy titration procedure; if needed LivaNova will provide technical support to
the study investigators on titrating VNS Therapy parameters; LivaNova requires progress reports from each study site; LivaNova may determine if an
interim analysis should be conducted; LivaNova will coordinate the publication of the primary study results; and LivaNova has the authority to decide if
the study should continue or be stopped. The content is solely the responsibility of the authors and does not necessarily represent the official views of
LivaNova. Open access funding is provided by LivaNova.
Availability of data and materials
No data is available at the time of submission as the study is in enrolment
phase. After the dataset has been locked, the data will be available from the
study sponsor LivaNova on reasonable request.

Consent for publication
Not applicable.
Competing interests
AHY’s independent research is funded by the National Institute for Health
Research (NIHR) Biomedical Research Centre at South London and Maudsley
NHS Foundation Trust and King’s College London; the views expressed are
those of AHY and not necessarily those of the NHS, the NIHR, or the
Department of Health. AHY has received fees for lectures and advisory
boards from AstraZeneca, Eli Lilly, Lundbeck, Sunovion, Servier, LivaNova,
Janssen, Allegan, and Bionomics. AHY is a consultant to Johnson & Johnson

Young et al. BMC Psychiatry

(2020) 20:471

and LivaNova. AHY has received honoraria for attending advisory boards and
presenting talks at meetings organized by LivaNova.
MFJ is funded by the National Institute for Health Research (NIHR)
Biomedical Research Centre at South London and Maudsley NHS Foundation
Trust and King’s College London; has received speaker honorarium fees and
honoraria for attending advisory boards from AstraZeneca, Lundbeck,
LivaNova, Janssen, Libbs, Daiichi-Sankyo, and Bionomics; is a consultant to
Lundbeck, Johnson & Johnson and LivaNova; and has received honoraria for
presenting talks at meetings organized by LivaNova.
RDZ is an employee and shareholder of LivaNova.
KD has been involved in advisory boards and speaker bureaus with
Boehringer Ingelheim, Johnson & Johnson, LivaNova, Lundbeck, Pfizer, and
Servier.
Author details
1
Department of Psychological Medicine, Institute of Psychiatry, Psychology
and Neuroscience, King’s College London & South London and Maudsley
NHS Foundation Trust, Bethlem Royal Hospital, Beckenham, Kent, UK.
2
LivaNova Belgium S. A, Zaventem, Belgium. 3University Psychiatric Centre,
KU Leuven, Leuven, Belgium.
Received: 29 June 2020 Accepted: 14 September 2020

References
1. Depression and Other Common Mental Disorders: Global Health Estimates.
World Health Organization, Geneva, Switzerland. 2017. https://apps.who.int/
iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;
sequence=1. Accessed 19 Feb 2020.
2. DALYs GBD, Collaborators H. Global, regional, and national disabilityadjusted life-years (DALYs) for 359 diseases and injuries and healthy life
expectancy (HALE) for 195 countries and territories, 1990-2017: a systematic
analysis for the global burden of disease study 2017. Lancet. 2018;392:1859–
922. https://doi.org/10.1016/S0140-6736(18)32335-3.
3. Kessler RC. The costs of depression. Psychiatr Clin North Am. 2012;35:1–14.
https://doi.org/10.1016/j.psc.2011.11.005.
4. Feldman RL, Dunner DL, Muller JS, Stone DA. Medicare patient experience
with vagus nerve stimulation for treatment-resistant depression. J Med
Econ. 2013;16:62–74. https://doi.org/10.3111/13696998.2012.724745.
5. Reutfors J, Andersson TM, Brenner P, Brandt L, DiBernardo A, Li G, et al.
Mortality in treatment-resistant unipolar depression: a register-based cohort
study in Sweden. J Affect Disord. 2018;238:674–9. https://doi.org/10.1016/j.
jad.2018.06.030.
6. Berlim MT, Turecki G. Definition, assessment, and staging of treatmentresistant refractory major depression: a review of current concepts and
methods. Can J Psychiatr. 2007;52:46–54. https://doi.org/10.1177/
070674370705200108.
7. Trevino K, McClintock SM, McDonald Fischer N, Vora A, Husain MM. Defining
treatment-resistant depression: a comprehensive review of the literature.
Ann Clin Psychiatry. 2014;26:222–32.
8. Trivedi MH, Rush AJ, Wisniewski SR, Nierenberg AA, Warden D, Ritz L, et al.
Evaluation of outcomes with citalopram for depression using measurementbased care in STAR*D: implications for clinical practice. Am J Psychiatry.
2006;163:28–40. https://doi.org/10.1176/appi.ajp.163.1.28.
9. Rush AJ, Warden D, Wisniewski SR, Fava M, Trivedi MH, Gaynes BN, et al.
STAR*D: revising conventional wisdom. CNS Drugs. 2009;23:627–47. https://
doi.org/10.2165/00023210-200923080-00001.
10. Fava M, Rush AJ, Wisniewski SR, Nierenberg AA, Alpert JE, McGrath PJ, et al.
A comparison of mirtazapine and nortriptyline following two consecutive
failed medication treatments for depressed outpatients: a STAR*D report.
Am J Psychiatry. 2006;163:1161–72. https://doi.org/10.1176/appi.ajp.163.7.
1161.
11. Wiles N, Thomas L, Abel A, Ridgway N, Turner N, Campbell J, et al. Cognitive
behavioural therapy as an adjunct to pharmacotherapy for primary care
based patients with treatment resistant depression: results of the CoBalT
randomised controlled trial. Lancet. 2013;381:375–84. https://doi.org/10.
1016/S0140-6736(12)61552-9.
12. Kellner CH, Greenberg RM, Murrough JW, Bryson EO, Briggs MC, Pasculli RM.
ECT in treatment-resistant depression. Am J Psychiatry. 2012;169:1238–44.
https://doi.org/10.1176/appi.ajp.2012.12050648.

Page 11 of 12

13. Gaynes BN, Rush AJ, Trivedi MH, Wisniewski SR, Spencer D, Fava M. The
STAR*D study: treating depression in the real world. Cleve Clin J Med. 2008;
75:57–66. https://doi.org/10.3949/ccjm.75.1.57.
14. McGrath PJ, Stewart JW, Fava M, Trivedi MH, Wisniewski SR, Nierenberg AA,
et al. Tranylcypromine versus venlafaxine plus mirtazapine following three
failed antidepressant medication trials for depression: a STAR*D report. Am J
Psychiatry. 2006;163:1531–41; quiz 1666. https://doi.org/10.1176/ajp.2006.
163.9.1531.
15. Keitner GI, Mansfield AK. Management of treatment-resistant depression.
Psychiatr Clin North Am. 2012;35:249–65. https://doi.org/10.1016/j.psc.2011.
11.004.
16. Rush AJ, Aaronson ST, Demyttenaere K. Difficult-to-treat depression: a
clinical and research roadmap for when remission is elusive. Aust N Z J
Psychiatry. 2019;53:109–18. https://doi.org/10.1177/0004867418808585.
17. Greenberg P, Corey-Lisle PK, Birnbaum H, Marynchenko M, Claxton A.
Economic implications of treatment-resistant depression among employees.
Pharmacoeconomics. 2004;22:363–73.
18. Demyttenaere K, Bruffaerts R, Posada-Villa J, Gasquet I, Kovess V, Lepine JP,
et al. Prevalence, severity, and unmet need for treatment of mental
disorders in the World Health Organization world mental health surveys.
JAMA. 2004;291:2581–90. https://doi.org/10.1001/jama.291.21.2581.
19. McCrone P, Rost F, Koeser L, Koutoufa I, Stephanou S, Knapp M, et al. The
economic cost of treatment-resistant depression in patients referred to a
specialist service. J Ment Health. 2018;27:567–73. https://doi.org/10.1080/
09638237.2017.1417562.
20. McAllister-Williams RH, Arango C, Blier P, Demyttenaere K, Falkai P, Gorwood
P, et al. The identification, assessment and management of difficult-to-treat
depression: an international consensus statement. J Affect Disord. 2020;267:
264–82. https://doi.org/10.1016/j.jad.2020.02.023.
21. Demyttenaere K. What is treatment resistance in psychiatry? A “difficult to
treat” concept. World Psychiatry. 2019;18:354–5. https://doi.org/10.1002/wps.
20677.
22. Shah A, Carreno FR, Frazer A. Therapeutic modalities for treatment resistant
depression: focus on vagal nerve stimulation and ketamine. Clin
Psychopharmacol Neurosci. 2014;12:83–93. https://doi.org/10.9758/cpn.2014.
12.2.83.
23. George MS, Rush AJ, Marangell LB, Sackeim HA, Brannan SK, Davis SM, et al.
A one-year comparison of vagus nerve stimulation with treatment as usual
for treatment-resistant depression. Biol Psychiatry. 2005;58:364–73. https://
doi.org/10.1016/j.biopsych.2005.07.028.
24. Rush AJ, Marangell LB, Sackeim HA, George MS, Brannan SK, Davis SM, et al.
Vagus nerve stimulation for treatment-resistant depression: a randomized,
controlled acute phase trial. Biol Psychiatry. 2005;58:347–54. https://doi.org/
10.1016/j.biopsych.2005.05.025.
25. Rush AJ, Sackeim HA, Marangell LB, George MS, Brannan SK, Davis SM, et al.
Effects of 12 months of vagus nerve stimulation in treatment-resistant
depression: a naturalistic study. Biol Psychiatry. 2005;58:355–63. https://doi.
org/10.1016/j.biopsych.2005.05.024.
26. Aaronson ST, Carpenter LL, Conway CR, Reimherr FW, Lisanby SH, Schwartz
TL, et al. Vagus nerve stimulation therapy randomized to different amounts
of electrical charge for treatment-resistant depression: acute and chronic
effects. Brain Stimul. 2013;6:631–40. https://doi.org/10.1016/j.brs.2012.09.013.
27. Aaronson ST, Sears P, Ruvuna F, Bunker M, Conway CR, Dougherty DD, et al.
A 5-year observational study of patients with treatment-resistant depression
treated with Vagus nerve stimulation or treatment as usual: comparison of
response, remission, and Suicidality. Am J Psychiatry. 2017;174:640–8.
https://doi.org/10.1176/appi.ajp.2017.16010034.
28. Berry SM, Broglio K, Bunker M, Jayewardene A, Olin B, Rush AJ. A patientlevel meta-analysis of studies evaluating vagus nerve stimulation therapy for
treatment-resistant depression. Med Devices (Auckl). 2013;6:17–35. https://
doi.org/10.2147/MDER.S41017.
29. Olin B, Jayewardene AK, Bunker M, Moreno F. Mortality and suicide risk in
treatment-resistant depression: an observational study of the long-term
impact of intervention. Plos One. 2012;7:e48002. https://doi.org/10.1371/
journal.pone.0048002.
30. Conway CR, Kumar A, Xiong W, Bunker M, Aaronson ST, Rush AJ. Chronic
Vagus nerve stimulation significantly improves quality of life in treatmentresistant major depression. J Clin Psychiatry. 2018;79. https://doi.org/10.
4088/JCP.18m12178.
31. Desbeaumes Jodoin V, Richer F, Miron JP, Fournier-Gosselin MP, Lesperance
P. Long-term sustained cognitive benefits of Vagus nerve stimulation in

Young et al. BMC Psychiatry

32.

33.

34.

35.

36.
37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

(2020) 20:471

refractory depression. J ECT. 2018;34:283–90. https://doi.org/10.1097/YCT.
0000000000000502.
Conway CR, Xiong W. The mechanism of action of Vagus nerve stimulation
in treatment-resistant depression: current conceptualizations. Psychiatr Clin
North Am. 2018;41:395–407. https://doi.org/10.1016/j.psc.2018.04.005.
Aaronson ST, Kutzer DJ. Vagus nerve stimulation in patients requiring
maintenance therapy after response to electroconvulsive therapy. Poster
presented at the 30th European College of Neuropsychopharmacology
(ECNP) congress, Paris, France; September 2017. In.
Sheehan DV, Lecrubier Y, Sheehan KH, Amorim P, Janavs J, Weiller E, et al.
The Mini-International Neuropsychiatric Interview (M.I.N.I.): the development
and validation of a structured diagnostic psychiatric interview for DSM-IV
and ICD-10. J Clin Psychiatry. 1998;59(Suppl 20):22–33 quiz 34–57.
Hergueta T, Weiller E. Evaluating depressive symptoms in hypomanic and
manic episodes using a structured diagnostic tool: validation of a new Mini
International Neuropsychiatric Interview (M.I.N.I.) module for the DSM-5
‘With Mixed Features’ specifier. Int J Bipolar Disord. 2013;1:21. https://doi.
org/10.1186/2194-7511-1-21.
Diagnostic and statistical manual of mental disorders (5th edition), 2013.
American Psychiatric Association, Washington.
Sackeim HA, Aaronson ST, Bunker MT, Conway CR, Demitrack MA, George
MS, et al. The assessment of resistance to antidepressant treatment:
rationale for the antidepressant treatment history form: short form (ATHFSF). J Psychiatr Res. 2019;113:125–36. https://doi.org/10.1016/j.jpsychires.
2019.03.021.
DeGiorgio CM, Thompson J, Lewis P, Arrambide S, Naritoku D, Handforth A,
et al. Vagus nerve stimulation: analysis of device parameters in 154 patients
during the long-term XE5 study. Epilepsia. 2001;42:1017–20. https://doi.org/
10.1046/j.1528-1157.2001.0420081017.x.
Khan A, Khan SR, Shankles EB, Polissar NL. Relative sensitivity of the
Montgomery-Asberg depression rating scale, the Hamilton depression
rating scale and the clinical global impressions rating scale in
antidepressant clinical trials. Int Clin Psychopharmacol. 2002;17:281–5.
https://doi.org/10.1097/00004850-200211000-00003.
Montgomery SA, Asberg M. A new depression scale designed to be
sensitive to change. Br J Psychiatry. 1979;134:382–9. https://doi.org/10.1192/
bjp.134.4.382.
Rush AJ, Trivedi MH, Ibrahim HM, Carmody TJ, Arnow B, Klein DN, et al. The
16-item quick inventory of depressive symptomatology (QIDS), clinician
rating (QIDS-C), and self-report (QIDS-SR): a psychometric evaluation in
patients with chronic major depression. Biol Psychiatry. 2003;54:573–83.
Altman EG, Hedeker D, Peterson JL, Davis JM. The Altman self-rating mania
scale. Biol Psychiatry. 1997;42:948–55. https://doi.org/10.1016/S00063223(96)00548-3.
Jha MK, Minhajuddin A, Greer TL, Carmody T, Rush AJ, Trivedi MH. Early
improvement in work productivity predicts future clinical course in
depressed outpatients: findings from the CO-MED trial. Am J Psychiatry.
2016;173:1196–204. https://doi.org/10.1176/appi.ajp.2016.16020176.
Endicott J, Nee J, Harrison W, Blumenthal R. Quality of life enjoyment and
satisfaction questionnaire: a new measure. Psychopharmacol Bull. 1993;29:
321–6.
EuroQol G. EuroQol--a new facility for the measurement of health-related
quality of life. Health Policy. 1990;16:199–208. https://doi.org/10.1016/01688510(90)90421-9.
McIntyre RS, Best MW, Bowie CR, Carmona NE, Cha DS, Lee Y, et al. The
THINC-integrated tool (THINC-it) screening assessment for cognitive
dysfunction: validation in patients with major depressive disorder. J Clin
Psychiatry. 2017;78:873–81. https://doi.org/10.4088/JCP.16m11329.
Lowe B, Decker O, Muller S, Brahler E, Schellberg D, Herzog W, et al.
Validation and standardization of the generalized anxiety disorder screener
(GAD-7) in the general population. Med Care. 2008;46:266–74. https://doi.
org/10.1097/MLR.0b013e318160d093.
Demyttenaere K, Mortier P, Kiekens G, Bruffaerts R. Is there enough “interest
in and pleasure in” the concept of depression? The development of the
Leuven affect and pleasure scale (LAPS). CNS Spectr. 2019;24:265–74.
https://doi.org/10.1017/S1092852917000578.
LivaNova. VNS Therapy® System Depression Physician’s Manual, US Version.
For Healthcare Professionals. London: LivaNova, PLC; 2019. Accessed 11
June 2020.
Conway CR, Olin B, Aaronson ST, Sackeim HA, Bunker M, Kriedt C, et al. A
prospective, multi-center randomized, controlled, blinded trial of vagus

Page 12 of 12

nerve stimulation for difficult to treat depression: a novel design for a novel
treatment. Contemp Clin Trials. 2020;95:106066. https://doi.org/10.1016/j.cct.
2020.106066.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

