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Common
Covert
Chronic
Co-morbid
Crushing
Costly
Clingy
Contagious



Nhole Population




. The Challenges Bk o
Depression
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Having the
right
attitude

Realistic hope

\ Thhallenges
Of

Depression

Tolerate uncertainty |l

Patience vs Determination



depression belpine

bw often have you been bothered by an
e option that best describes the amo

Mot atall

During the last month
have you been feeling

During the past month
have you lost interest or

d d d
Shilly REEs S Ol pleasure in doing things ?

hopeless ?

This is 96% sensitive
“alan
f rr]05"'JrUJF"ﬂHFr]'Jw—‘r)f—LﬁUPFWH‘FJC}' |

Writt a Hlustrated by Matthew Johnstc

BUT only: 57% speC|f|c
(a lot of people who say YES will not be suffering from depression)




Understanding B
it fully

=ilaligle thediagng@i('

: _ _ The Challenges
making the diagnosis 1

\Dep

O 3
ression

= assessing co-morbidity



Depression — a diagnostic look

At |least 2 weeks

Low mood

Anhedonia
Sleep
Appetite / Weight:

Fatigue
Activity,
Self=worth AMERICAN PSYCHIATRIC ASSOCIATION
Suicidality.

Concentration

Distress / Impairment
No'other explanation






IDEPRESSEM PAtIENISIMOSHOIGEN PrESERE WIth
' PhySicaliCompIaInLs ‘

= Physical Complaints
= Other '




ihe likelinooed off Depression INCreases withrthe
RUMBER BGIFPhYSIcal compIalnts

70%
60%
50%
40%
30%
20%
10%

0%

Oto 1

2to3 4to5 ©6to8 O+



Physicall complaintsias; predictons o Depression

PPV

70%
60%
50%
40%
30%
20%
10%

0%

Sleep Fatigue >3 Sx

Musc-
sk

Back
pain

SOB

Vague
SX



Ine betteryou kKnew: semeone thermorelikelyayeu will
Identify thelr AEPRESSION

NUumber of prior consultations RR
Never: before 1

1 or 2 1.8

3 or4 2.3

5 OF more 2.9




Vedicaltlliness and  [DEPressIon; Ofiten OCCUr LOGELREN

Iliness % with Depression
Cancer 40 — 50%

Heart Disease 18— 26%
Diabetes 33%

Stroke 30— 50%



Forms of Depression

Syndromal
s Major Depression

SUICIDE
MACHVES

Sub-syndremal
= Minor Depression
= Dysthymia




Sub-types of Depression

Clinical ~ Biological
Reactive ~ Endogenous
Melancholic

Atypical

Psychotic

Recurrent

Chronic

Refractory

Aggitated

As part of Bipolar Affective




Mood Chart

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooo




HOW It breaks down

sl
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Lest we forget

Tihe Keys to Diagnoesis

Inclusion: symptoms
Duration
Distress / Impairment:

Exclusion diagnoses
= MedicallConditions
s Alcoholiand! Drugs




When should | Tnink aoul The posSIIITY,
ojje)
General Medical Condifion ¢




Older preseniation (> 45))

e Vi )
Wi '
¥/

b,

Atypical

Known diSEase NIstony.




INKING AUl SUkSsiance Relaied
Menial Health Prolblems




Connections @

0*15‘

in New Zealand

intfoxication or withdraw!

@) prescribed medications ( Benzodiazepines, steroids )

POISONS (TMErCURY, Arsenic, Organopnosphates )
alcoholland caffeine
drugs of apbuse ( MDMA , P, cocaine, THC )

Doeniiicrger Sulbsiance Use” <—— Psychological Proklems

-



refining the diagnosis

e 4

making the diagnosis

The Challenges
Of
Depression



Refine the diagnosis

Depression is not homogenous — different kinds respond to different treatments

Severity Recurrence

Depression




Severity.

~ Quick Inventory of Depressivé Symptomatology Scale — Self Report

)

www.idé—_qids'.org/trans,Iations/e‘ngIish/Q‘IDSo’riq.pdf

4

Tracks progress

Guides treatment selection

Mil M X
Skills rather than Pills

M I Vv

Pills and then Skills




Psychomotor State

Sluggish and Tired :

Select an activating antidepressant
eg SSRI, Bupropion , Venlafaxine

Activated and Agitated :

Select a sedating antidepressant
eg TCA, Mirtazapine




Recurrence

Episodes tend to become more intense and
prolonged over time.

Work hard to prevent relapses

Be prepared for a bigger battle

-




Subtype

Melancholic TCA

anhedonia

marked weight loss Venlafaxine
early m kening .

over2&ifing
over-sleeping

Psychotic Atypical Antipsychotic / Referral

Bipolar Mood Stabiliser




Diagnoesing Bipolar Depression| s often
aifctiE="pUNMpoertant

Clues that this episode of depression might be Bipolar:

History of significantly elevated or mixed mood

Family history of BPAD
Past history of brief hypomania / cyclothymia

Past history of very rapid response to antidepressants

Multiple prior episodes of depression — especially early onset




refining the diagnosis

gl

Understanding
| it fully

making the diagnosis

assessing co-morbidity
The Challenges
of

Depression



Co-morbidity.

[ihe presence offmore than one diagnesis at the same
time

RULE NOT THE EXCEPTION

= [ffyou make one diagnosis, look hard for the others

" R 6

ONE BUCKING THING AFTER ANOTHER




Another Mood' Disorder
= Dysthymia
= Any of the Anxiety Disorders

A Substance Use Disorder
A Personality: Disorder

Medical Problems




Why is Co-morbidity Important ?

Amplifies severity, distress, Impairment and hopelessness
Increases burden off care (family, SoCciety)
COoMPromIses; treatmentiizunidentified

'

.
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Tl Challenges
Of
Depression

Treating

it completely
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Why: is Remission so important?

Partial response FEMISSION' IS associated with

lower worksproauctivity: /- worse social funct
' [ficati [atee/ physical

Risk for Depression accumulates :

Lifetime risk for First Episode = 16%

Risk for recurrence after 1 episode = 50%
Risk for recurrence after 2 episodes = 65%
Risk for recurrence after 3 episodes = 70%




Yl F
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=

The Challenges
Of
Depression

Treating
it completely




Key Determiners

choose ope

Patient Choice
Severity.

2/3 of patients prefer psychological help

Adherence with medication is poor unless it
is the patient’s choice




The Other Key Determiner

Ihe Recurence lrap

Sévere Drugs Alene
Drugs £ Therapy. /
/
/
Intensity po
/
/
/
Mlld ....................... Theropy Alone

Time



Risks vs Benefits




Pros
Effective
Speea
SEVeriiy.
Cost +
Effort

Drug Therapies

o~
|

Cons

Side-effects
Dependence
Abuse

Withdrawil

Jolerance

Relapse

Stigma

Misaftriibution of gain




Tlalking Therapies

el
Pros Cons
Effective Effort
Enduring Time
Cost + Cost +

Reliance



Ication

IS med

ICE

If the cho




They won't work if theyre not taken

We can increase compliance by offering :

1. Support
2. Information

Realistical enefit and time-frame

1 v ;
, -/ ':
= wl .
J .\:',t d )

Accurate: & : type and management




On the Medication Track | ==z
l ;\

Is there a reason NOT to start with an SSRI ?

e Past history of responsiveness to an alternative
e Family history of responsiveness to an alternative
e If insomnia or agitation_particularly prominent —— TCA or Mirtazapine

Otherwise — start with an SSRI



3:20

First Choice

SSlIR_l




- Reliable andjpredictable. Long half life.
FIUOxetlne d-number dosage.
- NP R TR ot half-life.
Paroxetine F A M Q @Jfg -
R
Citalopram
2 e
es-Citalopram Ny .
’\ Wiy~ -rodlieed. Potent.
% ? o F«yyﬂ@j side-effect profile.
%«; sy Eite ~%r “hange
- ¥ o g T
Setraline &= =

¢ Run Away Together



A StiatedIC approach to) prescrbing

response

dose




Consultation

Switeh Qitiurs:
ANOERRT SSRT ;85> cardiopap) [ Smaings, st Sartialine

Another grouvy : TCA / Buprupion
Another grotip . TCA / Bunrupion

10mg F 20mg F  30pums

Nbtiomyes/ef”Skdvige/e No improve and
Switch

Weeks of Treatment



REMEMBERLOISEPAlate

= Full response

= No response or: Strong side efifiects :
substitution

= Partial response :
augmentation



What next ?

Why might progress have stopped short of full recovery: ?

Four possibilities to consider :

ets 5HT but not NAor DA

Low DA Low NA

Apathy Anxious
Anhedonia Agitated
Sleepy Insomnia

Plan : Plan :

Add Bupropion Add Nortriptyline
150 — 300mg 25 — 75mg nocte




Still not right ?

Very nearly: but net guite :
= Augment with' T'hyroid Hormone

A long way to go': =

s [}
= Substitute for  Venlafaxine or Mirtazapine e

Combine Venlafaxine with Mirtazapine
Combine with Atypical Antipsychotic
MAOI ( Phenelzine )

ECT / TMS [/ VNS / DBS




Venldidexor and Rydazapine

Effexor Avanza
Dual action : SNRI Complex action : 5HT / NA / DA
Special authority Special authority
High potency High potency

( antidepressant / anxiolytic : GAD ) ( antidepressant / anxiolytic )
Start 75mg mane

Start 15mg nocte
Increase to 300mg 2

Increase to 45mg

Side-effects : Many /

_ Side-effects few: Sedation /
unpredictable

Weight gain
Little sexual dysfunction
Difficult withdraw Y

Easy withdrawl



Problems Solutions

1. Dry mouth ——— Calories in drinks Water or low calorie drinks
2. Calmer / less agitated —— Burn fewer calories Exercise
3. Hungrier / Lose the feeling of fullness 3 meals / smaller portions

No snacks or seconds

4. Carbohydrate craving Low GI carbs
Limit carbs after lunch

NEQEOYOUF k[ast yourself', share your Iunch with your

IC_shift : arDs mit_carbs
friends and give your dinner to your enenamesmn



The Challenges
Of
Depression

/Y\ %

[

nar?{%ﬂﬂ?dic

coming back




Preventing Relapse




How: might we prevent the slide ?




Non-Specific Factors

Education

Contact and Review :

Attention! to Lifestyle Ulell: . iiF SSION THE"'SJSZLE‘Q’%‘EF"_
m Structure CY C |_ E foﬁ and it's all small stuff
s Balance S

Alconol and DrUgIMO ... %
StressiManagement. o




Specific Factors

Medication
Meditation
Early Warning Planning

|




Managing Medication Into the Future
4 How mucen?

sanfyloniwithawhateve™

“ Fow' long?

AWIEaSTIGEONNON
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n Kabar-Zinn

Mindful Way
throu gh
De pression

FREEING YOURSELF
FROM CHRONIC
UNHAPPINESS

Mark Williams, John Teasdale
Zindel Segal, and Jon Kabat-Zinn




A Stitch in Time

Early Warning Signs
Action' Planning




o E
1 1 ‘f“kﬁ\h i

vr

l

in the shower stops

Jym sessions

e a list

C afid use
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Action Planning

RO MIND OVER MOOD

°
—
M
—~+
=

Change How You Feel by 4”"5!

Changing the Way You Think ° ‘g;;g:u

eal with it

°
—
®
@)
~

Dennis Greenberger, PhD
Christine A. Padesky, PhD

( ( ([ J
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o g B
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You are more likely to







