DEPRESSION IN PALLIATIVE CARE
Why does it matter?


Prevalence - various figures


USA
32% adjustment disorder with depressed or anxious mood



9% major depression

UK
27% depressed (Sheffield 2002)



>20% (Doyle / Jeffrey)



25% of those receiving specialist palliative care 

(Only 3% of those receiving specialist palliative care on Rx)



(48% of woman in first year of Ca breast diagnosis - 2005)

Leads to


Less enjoyment, meaning and ‘connection’

Increased pain and other symptoms



Less able to ‘separate and say goodbye’



Suicide



Huge concern for carers

How do you diagnose depression? - Sadness, grief or depression?

Consider it as a possibility!


Look for it


Scales etc


Clinical acumen!


“Are you depressed?”


Problems with neurovegatative symptoms (appetite, sleep, energy)

Importance of psychological symptoms


Loss of pleasure (for and from everything)


Hopelessness and helplessness

Worthlessness


Ruminating over past demeanours


Profound feelings of guilt

Suicidal ideation



Bad about themselves not just the situation

Why do we miss it?


Seen as ‘normal’ way for people to feel


Not skilled enough to diagnose e.g.


Lack of awareness of high risk groups



Poor communication skills



(Better at working out who is not depressed!



Worst at picking up severe depression!!)

Fear of added stigma


Concerns re treatments


Lack of time / fear of increasing distress


We feel hopeless!


More support to deal with our own fears and concerns


Atypical presentations


Pain or other physical symptom, anxiety, communication 


problems, ‘dementia’

High risk groups

Previous history of depression

Previous or current alcohol misuse


Orofacial and pancreatic tumours (40%)


Disfiguring surgery (including stomas)

Some chemotherapy


Lack of confiding relationship


Poor relationship with treating physician


Bad news poorly broken


Uncontrolled pain

How do you treat depression?


Diagnosing it!


Treat any physical problems / triggers e.g. pain


Talking with the patient

Exploring concerns, listening, opening up dialogues c family and carers, reinforcing patients coping strategies


Psychology


Pharmacology



SSRIs 


Mirtazipine / Velafaxine


Tricyclics



Psychostimulants (methylphenidate)

‘The Bottom Line’

*** REMEMBER TO CONSIDER IT AS A POSSIBILITY ***
