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Abstract
Rationale Depressive episodes are the leading cause of men-
tal health-related hospital admissions in Australia, and 44% of
those admitted have a previous history of hospitalisations for
depression (Admitted patient mental health-related care:
(Australian Institute of Health and Welfare Aust Hospital
Stat 2011–12, 2013). Despite numerous available antidepres-
sant treatments, many patients do not respond to conventional
therapy, having what is called ‘treatment resistance’ (Fava
Biol Psychiatry 53:649–659, 2003). In recent years, ketamine
has risen to prominence as an effective, rapidly acting antide-
pressant (Ketamine: a light in the darkness: Paleos and Ross
28–33, 2013). However, customary intravenous (IV) and in-
tramuscular (IM) routes of administration and relapse rates
after cessation remain barriers to more widely adopted usage.
Objectives This study represents the largest retrospective re-
view of patients receiving long-term oral ketamine for
treatment-resistant depression and post-traumatic stress disor-
der (PTSD). Our purpose was to examine the safety and effi-
cacy of oral ketamine therapy in an outpatient setting as mea-
sured by changes in hospitalisation for psychiatric episodes.
Methods Hospital records of 37 patients who received oral
ketamine treatment were reviewed to compare the number

and duration of psychiatric hospital admissions before and
after treatment. Records were also screened for adverse med-
ical events and changes in ketamine dosage over time.
Results Following treatment, inpatient hospital days were re-
duced by 70%, and hospital admissions were reduced by 65%.
The dose of ketamine patients required was stable over time
with no evidence of tolerance building. There were no serious
adverse events and no long-term negative effects associated
with ketamine.
Conclusions Oral ketamine offers a promising pharmacologic
adjunct to depression treatment. It may offer a more approach-
able alternative to IV or IM ketamine. The results warrant
further investigation into the safety and efficacy of oral keta-
mine for psychiatric treatment.

Keywords Treatment resistant depression . PTSD . Oral
ketamine

Ketamine was first developed in 1962 as a rapidly acting
general anaesthetic (Jansen 2000). Unlike other anaesthetic
agents, it does not cause significant respiratory depression
and has a comparatively large therapeutic window (Kurdi
et al., 2014. It is, therefore, useful in settings where respiratory
assistance is impractical or where specialists prefer a single-
drug choice for anaesthesia. It continues to be safely used for
this purpose around the world and is listed as an essential
medicine for basic healthcare by the World Health
Organization (World Health Organization 2015). Its accepted
primary mechanism of action is as an NMDA receptor antag-
onist (Kurdi et al., 2014), blocking the effects of excitatory
glutamate signalling in the CNS.
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Ketamine in psychiatric therapy

Spurred by decades of anecdotal reports and off-label use of its
beneficial effects, the first placebo-controlled study investigat-
ing ketamine as an antidepressant was published in 2000
(Berman et al. 2000). Since that time, ketamine’s reputation
for treating major depressive disorder (MDD) and bipolar dis-
orders has prompted numerous investigations, in large part
because of its rapid action—taking less than 48 h to have
beneficial effects similar to those seen after 2 weeks using
current antidepressant medications (Berman et al. 2000;
Murrough et al. 2012; Price et al. 2009; aan het Rot et al. 2009).

Despite its rapid effect after a single administration, one
hindrance to ketamine’s adoption as a therapeutic adjunct is
the rate of relapse in the weeks following treatment. In one
study, 24 patients with treatment-resistant depression were giv-
en six serial IV infusions of ketamine. Ketamine proved effec-
tive with an antidepressant effect measured in 17 of 24 patients,
a response rate of 70.8%. In the weeks following treatment,
however, all patients eventually relapsed around 18 days after
the final infusion (Murrough et al. 2012). In a similar study, 26
patients responded positively to ketamine infusions, and the
average time to relapse was 12 days (Price et al. 2009). In
another, the reduction in depressive symptoms was measured
at 85% following the last infusion using the Montgomery-
Asberg Depression Rating Scale (MADRS), and 8 of 9 patients
relapsed an average of 19 days post-therapy (aan het Rot et al.
2009). These data suggest that, although initially effective,
therapeutic benefits of ketamine alone last only a few weeks.
To be effective as a long-term therapeutic adjunct, it should be
administered at regular intervals (Rasmussen et al. 2013).

Adherence to this method can be difficult because patients
must return to the clinic for IV infusions. Additionally, IV and
IM routes of administration carry inherent risks unrelated to the
pharmacologic safety profile of the drug being administered
including infection, hematoma, extravasation and pain
(Canterbury District Health Board 2015; Columbia University
n.d.). It is not surprising, then, that patients prefer oral therapy
to parenteral routes of administration (Borner et al. 2001; Liu
et al. 1997) leading to better patient compliance. Ketamine’s
beneficial use in therapy could be assisted by safer, more con-
venient routes of administration. Both oral and sublingual
methods have been used for this reason (Schoevers et al. 2016).

Methods

Setting

The clinical setting was a private, suburban psychiatric prac-
tice specialising in the management of depression, anxiety and
suicide risk. Clinicians had utilised oral ketamine as augmen-
tation therapy for the previous 3 years.

Participants

All participants enrolled in therapy were over 18 years of age
and referred from psychiatrists or general practitioners for oral
ketamine augmentation. Patients had been diagnosed with a
presenting complaint of treatment-resistant major depressive
disorder. A significant proportion also had a diagnosis of ei-
ther post-traumatic stress disorder or severe anxiety symp-
toms. Many of them also presented with significant suicide
risk due to current ideation or history of suicide attempts.
Treatment resistance was defined as having previously failed
at least two separate, evidence-based pharmacological treat-
ments for depression. This is a more selective definition than
the common usage of one failed therapy (Fava 2003). All
participants were involved in an intensive community-based
psychiatric follow-up or were still inpatients in a psychiatric
facility at the time of referral. Patients were psychologically
evaluated during an interview with a psychiatrist and general
practitioner. These patients were screened using the Kessler-
10, a validated clinical measure of current affective disorders
(Hides et al. 2007). Eligible participants scored higher than 20
out of 50 on the K-10. Informed consent was obtained from
the patient and included permission to gather de-identified
data from their medical records. A physical examination was
performed by a general practitioner. Patients were screened for
thyroid, liver and renal function disorders at presentation and
six monthly during treatment. ECG and urine test were also
obtained at regular intervals.

Exclusion criteria included acute medical problems, abnor-
malities on the screening tests that required clinical interven-
tion to address, a diagnoses of psychosis or a substance use
disorder. As a precaution, pregnant patients were also exclud-
ed from treatment. Patients agreed to receive ketamine in con-
junction with psychiatric consultations, psychological inter-
vention and GP follow-up as clinically indicated. Patient se-
lection is summarised by Fig. 1 flowchart. A total of 37 pa-
tients with MDD were included in the analysis, 15 of whom

Any history of psychiatric 
hospitalisation (n = 43)

Eligible for study 
(n = 38)

Patients treated during 
Sep Dec 2015 (n = 115)

Study participants 
(n = 37)

No history of psychiatric 
hospitalisation (n = 72)

Hospitalisations outside 
of study period time (n = 5)

Outlier - 5 years of cont. 
hospitalisation (n = 1)

Fig. 1 Patient selection process. Records of patients who received
ketamine treatment between September and December 2015 were
examined for inclusion in the study
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had been referred with post-traumatic stress disorder as their
primary diagnosis.

Therapy design

At the beginning of a therapy session, patients’ vitals were
taken to rule out hypertension and tachycardia, each contrain-
dicated with ketamine. During their first session, participants
were administered an individually titrated, sub-anaesthetic,
sublingual dose of ketamine to assess for adverse reactions.
This initial sublingual dose of 0.5 mg/kg was held under the
tongue for 2–3 min to ensure the patient could discard it if an
adverse reaction was observed. After the clinician was satis-
fied that there was no adverse reaction, all subsequent doses
were mixed with a flavoured drink and swallowed. Blood
pressure was recorded before the dose and 30 min after. At
that time, if the participant was alert and stable, they were
allowed to leave the clinic. Participants were not permitted
to drive or operate machinery for 12 h following treatment.

Dosage began at 0.5 mg/kg and was titrated up by 20–50%
at each subsequent treatment. During the titration period, par-
ticipants were given ketamine twice daily, 3 h apart. This was
conducted at most twice per week. After titration was com-
plete, they received treatment between twice weekly and fort-
nightly. Titration was deemed complete when the patient ex-
hibited transient signs of psychotropic effects—often de-
scribed as a ‘glass of wine’ feeling. Additionally, any other
systemic effects, such as a change in blood pressure, would
mark titration as complete. Final doses ranged from 0.5 to
7.0 mg/kg. Doses were adjusted throughout the course of ther-
apy to target minimum threshold psychoactive effects. All
participants continued to use their usual medication initially,
but many required adjustments to their regime depending on
their response to ketamine augmentation. During the mainte-
nance phase of treatment, participants attended the clinic be-
tween weekly and fortnightly.

Outcome measures

Primary outcome measures were the number of days spent as
an inpatient in a hospital, along with the number of hospital
admissions, before and after treatment. These measures were
chosen because we believe they reflect a patient’s general
functionality and the severity of illness. Secondary measures
included medical chart data to evaluate treatment safety and
the patient’s dosage of ketamine over the course of treatment.
Data were acquired directly from patients’ discharge summa-
ries and hospital records. Previous physicians and hospitals
were contacted to fill in gaps as necessary.

Using December 1, 2015 as an endpoint, we counted
the number of days each patient had been receiving ke-
tamine therapy. Patient charts were then examined for
that same number of days prior to initiating therapy.

Thereby, we obtained an individualised but consistent
number of days before and after treatment for each pa-
tient. This method was chosen because the study was
retrospective, with each patient having a different starting
date, and obtaining a consistent interval across individ-
uals was not practical. Of 115 patients receiving ketamine
therapy at the clinic, 37 patients were found to have met
selection criteria of hospitalisations during the study
timeframe. Records of these patients were analysed for
the purposes of this study. The length of time each pa-
tient had been receiving therapy varied among the group
as summarised in Fig. 2.

Ketamine’s safety profile has been established over de-
cades of use in anaesthesia at doses much higher than those
used during psychiatric therapy (Kurdi et al., 2014). Still, there
remain questions surrounding safety of administration on a
regular basis, questions which have slowed adoption of the
therapy by a larger number of clinicians. Concerns largely
centred on addiction, bladder toxicity and hypertensive crises
(Schak et al. 2016; Shahani et al. 2007; Chu et al. 2007;
Broughton and Waldron 1983). In order to mitigate these
and other medical issues, patients were monitored for medical
problems before, during and after their treatment course, as
described in the aforementioned inclusion criteria.

The measure of dosage over time was chosen to evaluate
for signs of tolerance to ketamine. Reports of bladder damage
associated with ketamine abuse show a dose-dependent rela-
tionship with the severity of injury (García-Larrosa et al.
2012; Grégoire et al., 2008). If tolerance were to build over
time, the therapeutic dose of ketamine may enter potentially
damaging levels. We compared the dose administered at the
end of titration with the endpoint of December 2015.

Data analysis

Pairwise t tests were performed to compare total inpatient
hospital days and hospital admissions for each patient before
and after therapy. For primary analyses, comparisons were
calculated for the overall study population as well as
subcategorical diagnoses of MDD with and without PTSD.
Pairwise analyses used nonparametric Wilcoxon signed rank
test and significance of p < 0.05. Similar analysis was used to
compare ketamine dosages at two time points. Analysis was
conducted in GraphPad Prism (GraphPad Software, n.d.) and

Min. Max Median 
644812egA

Number of Admissions 1 30 3 

Inpatient Days in Hospital 8 899 77 

Months of Ketamine Treatment 6 36 31 

Gender Female = 28 
Male = 9 

Fig. 2 Patient data. Demographics and hospitalisation history
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Microsoft Excel (Microsoft Corporation, n.d.). Figures were
created in GraphPad Prism.

Results

Patients were found to have reduced numbers of both
hospital admissions and inpatient hospital days in the pe-
riod following oral ketamine therapy compared with the
period before therapy.

A total of 171 admissions to psychiatric facilities were
recorded before treatment. During a matching period follow-
ing oral ketamine treatment, 65 admissions were recorded
(p < 0.001). Seventy-six of those admissions were recorded
for the PTSD population pre-treatment. Following treatment,
patients were admitted 23 times admissions to hospital.
Overall, this represents a reduction in hospital admissions by
an average 70% per patient. Figure 3 illustrates the reduction
of inpatient hospital days in the total study population.
Similarly, Fig. 4 illustrates the overall reduction in number
of hospital admissions before and after therapy (p = 0.001).

The average dose recorded in December 2015 was 2 mg/kg
compared to 3 mg/kg at the end of titration. Patients either
stayed at the same dose or experienced a reduction in the
amount of ketamine needed to be effective (Fig. 5). None of
the patients required an increase in dose over time following
the end of the titration phase.

Adverse events

During the period encompassed by this study, no serious
adverse events were recorded among patients. There
were no medical emergencies and no psychotic or psy-
chiatric crises attributable to ketamine administration.
There were no hypertensive or hypotensive crises.
There were also no reported cases of bladder toxicity.
Orally administered ketamine was, overall, well

tolerated. The most common side effects were light-
headedness, sedation and mild dissociative effects felt
during the few minutes following administration. These
effects were transient and subsided within an hour after
administration. Less frequently reported event included
blood pressure changes, nausea and headache (5–10%).
Also in those instances, side effects were short-lived and
did not require active intervention.

Discussion

In this retrospective analysis, we have shown that oral
ketamine augmentation in an outpatient setting is a prom-
ising therapy for treatment-resistant depression and PTSD.
Over the past several years, several hundred patients have
been treated with oral ketamine at this clinic, a subset of
whom have been examined in this study. During that time,
there was a significant reduction in both the number of
admissions and days spent in inpatient psychiatric

Fig. 3 Change in total days spent as an inpatient in hospital, pre- and
post-ketamine therapy. Significant decreases in the days spent as a hos-
pital inpatient were supported by pairwise t test using nonparametric
Wilcoxon signed rank test among individuals and mean with s.e.m.
(p < 0.001, n = 37)

Fig. 4 Change in hospital admissions, pre- and post-ketamine therapy.
Significant decreases in admissions were evident following ketamine
therapy among most individuals (left) and mean (right) with s.e.m.
(p < 0.001, n = 37)

Fig. 5 Comparison of dosage between 3 months into treatment (end of
titration), and the endpoint of December 2015. Change is significant
among individuals and calculated mean with s.e.m. (p < 0.001, n = 37)
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facilities. The dosage and frequency of administration and
the parameters used to monitor patients ensured their safe-
ty during treatment.

Close monitoring of dosage over time revealed that patients
did not develop tolerance to ketamine despite the lengthy
treatment period. Rather, there was typically a decrease in
the amount of drug needed over time to be therapeutically
effective. This effect may ease clinicians’ concerns of toler-
ance leading to physical damage or drug dependence.

One of the strengths of the report is the long follow-up
period of up to 3 years for some of the patients which
reduces the impact of fluctuations in severity of mental
illness over time. We also recognise the limitations of a
retrospective study, having no controls to account for con-
founding factors such as modifications in drug treatments
or changes in the treating team. Instead, this is a real-
world implementation of a treatment modality to deter-
mine whether a positive outcome could be achieved in
an outpatient setting. Accordingly, we were able to dem-
onstrate that a nonintensive community program is effec-
tive in a population with severe mental illness.

As stated in the introduction, one of the difficulties of
ketamine for depression and other psychiatric illnesses is
the relapse rate. In studies with IV ketamine, researchers
have found serial infusions more effective at meeting
antidepressant response criteria and lengthening the time
to relapse (Rasmussen et al. 2013). Recent protocols,
including this one, have focused on administering keta-
mine in a care facility, either a hospital or clinical set-
ting. However, for ketamine to maintain its efficacy long
term, many patients require additional doses of the drug.
For these patients, weekly and biweekly visits to a clin-
ical setting are an inconvenience and represent additional
cost burdens to patients. As observed by Schoevers
et al., once safety has been established, ketamine will
likely ‘be prescribed to depressed patients outside of
the hospital environment for maintenance purposes’
(Schoevers et al. 2016). Home use of oral ketamine of-
fers a possible method for patients to regularly adminis-
ter the drug in a way that parenteral routes of adminis-
tration do not allow.

It is our hope oral ketamine will be considered by practi-
tioners as an alternative to IVor IM routes of administration.
The results of this study and others warrant further investiga-
tion of the safety and efficacy of ketamine for psychiatric
treatment, and the authors wholly encourage further research
in this regard.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.

References

aan het Rot M, Collins KA, Murrough JW, Perez AM, Reich DL,
Charney DS, Mathew SJ (2009) Safety and efficacy of repeated-
dose intravenous ketamine for treatment-resistant depression. Biol
Psychiatry 67(2):139–145. https://doi.org/10.1016/j.biopsych.2009.
08.038

Australian Institute of Health andWelfare (2013) Admitted patient mental
health-related care: Australian hospital statistics 2011–12, 5

Berman RM, Cappiello A, Anand A, Oren DA, Heninger GR, Charney
DS, Krystal JH (2000) Antidepressant effects of ketamine in de-
pressed patients. Biol Psychiatry 47(4):351–354. https://doi.org/10.
1176/appi.ajp.2013.13030392

Borner M, Scheithauer W, Twelves C, Maroun J, Wilke H (2001)
Answering patients’ needs: oral alternatives to intravenous therapy.
Oncologist 6(4):12–16. https://doi.org/10.1634/theoncologist.6-
suppl_4-12

Broughton PF,Waldron BA (1983) Ketamine hypertension and the renin-
angiotensin system. Clin Exp Hypertens 5(6):875–883. https://doi.
org/10.3109/10641968309081814

Canterbury District Health Board (2015) Complications of peripheral
intravenous therapy. https://www.cdhb.health.nz/Hospitals-
Services/Health-Professionals/CDHBPolicies/Fluid-Medication-
Manual/Documents/Complications-Of-IV-Therapy.pdf. Accessed
21 Oct 2016

Chu PSK, Kowk SC, Lam KM, Chu TY, Chan SWH, Man CW, MaWK
et al (2007) ‘Street ketamine’–associated bladder dysfunction: a re-
port of ten cases. Hong Kong Med J 13(4):311–313

Columbia University (n.d.) Module 01: advanced pain control and seda-
tion. http://ccnmtl.columbia.edu/projects/aegd/mod01_mec_
ivcomp.html. Accessed 21 Oct 2016

FavaM (2003) Diagnosis and definition of treatment-resistant depression.
Biol Psychiatry 53(8):649–659. https://doi.org/10.1016/S0006-
3223(03)00231-2

García-Larrosa A, Castillo C, VenturaM, Lorente JA, Bielsa O, Arango O
(2012) Cystitis and ketamine associated bladder dysfunction. Actas
Urológicas Españolas 36(1):60–64. https://doi.org/10.1016/j.acuro.
2011.06.020

GraphPad Software. (n.d) GraphPad Prism version 7.0c forMac. La Jolla,
California.

Grégoire M-C, MacLellan DL, Finley GA (2008) A pediatric case of
ketamine-associated cystitis (Letter-to-the-Editor RE: Shahani R,
Streutker C, Dickson B, et al: ketamine-associated ulcerative cysti-
tis: a new clinical entity. J. Urol. 69: 810–812, 2007). Urology 71(6):
1232–1233. https://doi.org/10.1016/j.urology.2007.11.141

Hides L, Lubman DI, Devlin H, Cotton S, Aitken C, Gibbie T, Hellard M
(2007) Reliability and validity of the Kessler 10 and Patient Health
Questionnaire among injecting drug users. Aust N Z J Psychiatry
41(2):166–168. https://doi.org/10.1080/00048670601109949

Jansen KLR (2000) A review of the nonmedical use of ketamine: use,
users and consequences. J Psychoactive Drugs 32(4):419–433.
https://doi.org/10.1080/02791072.2000.10400244

Kurdi MS, Theerth KA, Deva RS (2014) Ketamine: current applications
in anesthesia, pain, and critical care. Anesth: Essays and Res 8(3):
283–290. https://doi.org/10.4103/0259-1162.143110

Liu G, Franssen E, Fitch MI,Warner E (1997) Patient preferences for oral
versus intravenous palliative chemotherapy. J Clin Oncol 15(1):
110–115. https://doi.org/10.1200/JCO.1997.15.1.110

Microsoft Corporation (n.d.) Microsoft Excel version 15.20 for Mac.
Redmond, Washington

Murrough JW, Perez AM, Pillemer S, Stern J, Parides MK, aan het Rot
M, Collins KA,Mathew SJ, Charnet DS, Iosifescu DV (2012) Rapid
and longer-term antidepressant effects of repeated ketamine infu-
sions in treatment-resistant major depression. Biol Psychiatry
74(4):250–256. https://doi.org/10.1016/j.biopsych.2012.06.022

Psychopharmacology (2018) 235:393–398 397

https://doi.org/10.1016/j.biopsych.2009.08.038
https://doi.org/10.1016/j.biopsych.2009.08.038
https://doi.org/10.1176/appi.ajp.2013.13030392
https://doi.org/10.1176/appi.ajp.2013.13030392
https://doi.org/10.1634/theoncologist.6-suppl_4-12
https://doi.org/10.1634/theoncologist.6-suppl_4-12
https://doi.org/10.3109/10641968309081814
https://doi.org/10.3109/10641968309081814
https://www.cdhb.health.nz/Hospitals-Services/Health-Professionals/CDHBPolicies/Fluid-Medication-Manual/Documents/Complications-Of-IV-Therapy.pdf
https://www.cdhb.health.nz/Hospitals-Services/Health-Professionals/CDHBPolicies/Fluid-Medication-Manual/Documents/Complications-Of-IV-Therapy.pdf
https://www.cdhb.health.nz/Hospitals-Services/Health-Professionals/CDHBPolicies/Fluid-Medication-Manual/Documents/Complications-Of-IV-Therapy.pdf
http://ccnmtl.columbia.edu/projects/aegd/mod01_mec_ivcomp.html
http://ccnmtl.columbia.edu/projects/aegd/mod01_mec_ivcomp.html
https://doi.org/10.1016/S0006-3223(03)00231-2
https://doi.org/10.1016/S0006-3223(03)00231-2
https://doi.org/10.1016/j.acuro.2011.06.020
https://doi.org/10.1016/j.acuro.2011.06.020
https://doi.org/10.1016/j.urology.2007.11.141
https://doi.org/10.1080/00048670601109949
https://doi.org/10.1080/02791072.2000.10400244
https://doi.org/10.4103/0259-1162.143110
https://doi.org/10.1200/JCO.1997.15.1.110
https://doi.org/10.1016/j.biopsych.2012.06.022


Paleos CA, Ross S (2013) Ketamine: a light in the darkness.
Multidisciplinary Association for Psychedelic Studies Bulletin,
Special Edition, Spring: 28–33

Price RB, Nock MK, Charney DS, Mathew SJ (2009) Effects of intrave-
nous ketamine on explicit and implicit measures of suicidality in
treatment-resistant depression. Biol Psychiatry 66(5):522–526.
https://doi.org/10.1016/j.biopsych.2009.04.029

Rasmussen KG, Lineberry TW, Galardy CW, Kung S, Lapid MI, Palmer
BA, Ritter MJ et al (2013) Serial infusions of low-dose ketamine for
major depression. J Psychopharmacol 27(5):444–450. https://doi.
org/10.1177/0269881113478283

Schak KM, Vande Voort JL, Johnson EK, Kung S, Leung JG,
Rasmussen KG, Palmer BA, Frye MA (2016) Potential risks
of poorly monitored ketamine use in depression treatment. Am

J Psychiatry 173(3):215–218. https://doi.org/10.1176/appi.ajp.
2015.15081082

Schoevers RA, Chaves TV, Balukova SM, aan het Rot M, Kortekaas R
(2016) Oral ketamine for the treatment of pain and treatment-
resistant depression. Br J Psychiatry 208:108–113. https://doi.org/
10.1192/bjp.bp.115.165498

Shahani R, Streutker C, Dickson B, Stewart RJ (2007) Adult urol-
ogy ketamine-associated ulcerative cystitis: a new clinical en-
tity. Urology 69(5):810–812. https://doi.org/10.1016/j.urology.
2007.01.038

World Health Organization (2015) WHO model list of essential medi-
c i ne s . h t t p : / /www.who . i n t /med i c ine s / pub l i c a t i on s /
essentialmedicines/EML_2015_FINAL_amended_NOV2015.pdf.
Accessed 21 Oct 2016

398 Psychopharmacology (2018) 235:393–398

https://doi.org/10.1016/j.biopsych.2009.04.029
https://doi.org/10.1177/0269881113478283
https://doi.org/10.1177/0269881113478283
https://doi.org/10.1176/appi.ajp.2015.15081082
https://doi.org/10.1176/appi.ajp.2015.15081082
https://doi.org/10.1192/bjp.bp.115.165498
https://doi.org/10.1192/bjp.bp.115.165498
https://doi.org/10.1016/j.urology.2007.01.038
https://doi.org/10.1016/j.urology.2007.01.038
http://www.who.int/medicines/publications/essentialmedicines/EML_2015_FINAL_amended_NOV2015.pdf
http://www.who.int/medicines/publications/essentialmedicines/EML_2015_FINAL_amended_NOV2015.pdf

	Impact of oral ketamine augmentation on hospital admissions in treatment-resistant depression and PTSD: a retrospective study
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Ketamine in psychiatric therapy
	Methods
	Setting
	Participants
	Therapy design
	Outcome measures
	Data analysis

	Results
	Adverse events

	Discussion
	References


