Holding Light in the
Shadow: Depression
in the Dying

Dr Wei Lee

BSc (Med) Hons MBBS PhD FRACP FAChPM

Director of Palliative Care - Mater Hospital (North Sydney)
Palliative Care Specialist (MQHealth/North Shore Private)
Senior Lecturer — University of Sydney

Clinical Fellow — University of Technology Sydney




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

* Clinicall mplex with in
Clinically comple t adequate “..we all feel we

training don’t have a great
* Assessment challenges deal of tools within
* Normal vs pathological our armoury to treat
 Somatic symptoms overlap it.”

- Differential diagnoses

- Management challenges

* Frailty/tolerability issues - swallowing
issues, co-morbidities & organ
dysfunctions, antl—_chollnerglc to think about doing
burden/delirium risks ) .

something without

* Lack of timely efficacy of & access to knowing it’s the best
interventions thing to do”

* Sense of nihilism

“...we’re potentially going
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1. Ask and Screen

° 1 1 1 Mitchell 2008: Single Q: “Are Single Q: “Have | Two questions
Screenlng 1S recommended In Psychometric yougdepressed?” yoflost :
12t 1 1 roperties in Pa interest?”
palliative care even if prognosis Al i

|S ShOrt True Prevalence 16% 14% 17%
* Consider a brief, practical Sensitivity 72% 83% 01%
approach (E.g. ultra-short 1 /2 Specifcity 83% 86% 86%
item questionnaire) R e — s

NPV 94% 97% 98%

» 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.
J-thyroid, 1~Ca, hypoactive
delirium, organic brain syndrome
— e.g. brain mets/CVA)

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

Normal (Anticipatory Pathological
grief) “Depression”

Able to feel intimately
connected with others

Able to enjoy happy
memories

Sense of self worth

Comes in waves / feeling
that some day this will
end

Looks forward to things

Retains capacity for
pleasure

Passive wishes for death

Feels outcast and alone

Regretful, rumination on
irredeemable mistakes

Extreme self-
depreciation/ self
loathing

Constant and unremitting
/ Feeling of permanence

No hope/ interest in the
future

Enjoys few/no activities

Intense, persistent
suicidal thoughts

Table 1 DSM-IV symptoms of major depressive disorder and Endicott substitute symptoms (Endicott criteria)

DSM-IV symptoms

Endicott substitute symptoms

Depressed mood most of the day*

Marked diminished interest or pleasure in all, or almost all,

activities most of the day (Anhedonia)*

Weight loss or gain (>5% body weight in a month)/change in

appetite

Insomnia or hypersomnia
Psychomotor agitation or retardation
Fatigue or loss of energy

Depressed appearance

Social withdrawal or decreased talkativeness

Brooding, self-pity or pessimism

Feeling of worthlessness or excessive or inappropriate guilt

Diminished ability to think or concentrate, indecisiveness

Recurrent thoughts of death, or suicidal ideation or planning,

or a suicide attempt

Lack of reactivity; cannot be cheered up

*One of these symptoms must be present for a diagnosis of major depressive disorder. Each symptom must also meet severity criteria of
‘most of the day’ or ‘nearly every day” with a duration of greater than 2 weeks. The symptoms must cause clinically significant distress
or impairment. They are not due to a physiological effect of a medication or general medical condition, and must not be accounted for
bereavement.



3. Proactively intervene

- Multidisciplinary team approach

 Treat potentially reversible causes/contributors (e.g.
pain, T 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




Depression in palliative care =
common and complex

»

Take home message

Despite many challenges, we can

A still routinely screen, promptly
assess, and proactively intervene

It is still potentially treatable, even
c when time is short
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