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Depression in Palliative Care

 Prevalent – affects 1/6 of patients, 
increasing to ≈ 50% in the last days to 
weeks of life

 Highly impacting – ↑ physical and 
psycho-social suffering, ↓ ability to 
enjoy life activities & meaningfully 
interact with loved ones

 Often missed, sub-optimally assessed 
and managed



Depression in the dying – Clinician challenges

 Clinically complex with inadequate 
training

 Assessment challenges
 Normal vs pathological
 Somatic symptoms overlap
 Differential diagnoses

 Management challenges
 Frailty/tolerability issues - swallowing 

issues, co-morbidities & organ 
dysfunctions, anti-cholinergic 
burden/delirium risks

 Lack of timely efficacy of & access to 
interventions

 Sense of nihilism

“…we all feel we 
don’t have a great 
deal of tools within 

our armoury to treat 
it.”

“…we’re potentially going 
to think about doing 
something without 

knowing it’s the best 
thing to do”



SCREENIN – 
An approach to 
tackling 
depression in 
the dying



1. Ask and Screen

 Screening is recommended in 
palliative care even if prognosis 
is short

 Consider a brief, practical 
approach (E.g. ultra-short 1 / 2 
item questionnaire)

 Tools help, but do not replace 
clinical assessment



2. Assess and differentiate

 Normal vs pathological?

 Terminal illnesses vs somatic 
depressive symptoms?

 Consider key differentials (e.g. 
↓thyroid, ↑Ca, hypoactive 
delirium, organic brain syndrome 
– e.g. brain mets/CVA)

 Assess the severity (functional 
impairment + risks of harm to 
self and others)



3. Proactively intervene
 Multidisciplinary team approach

 Treat potentially reversible causes/contributors (e.g. 
pain, ↑Ca, ↓thyroid)

 Non-pharmacological interventions = foundation (e.g. 
supportive interventions; acceptance, life review, 
meaning & purpose therapy)

 Consider pharmacological interventions early esp in 
the short-prognosis setting, titrating to individually 
meaningful functional outcomes

 Antidepressant choice depends on co-existing symptom 
burden (e.g. neuropathic pain, anorexia, insomnia) and 
co-morbidities

 Lower threshold to determine treatment-resistant 
depression to 4 weeks

 Consider rapid onset interventions (e.g. 
methylphenidate/ketamine) + experimental trials



Take home message
Depression in palliative care = 
common and complex

Despite many challenges, we can 
still routinely screen, promptly 
assess, and proactively intervene

It is still potentially treatable, even 
when time is short
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