
 
DDEEPPRREESSSSIIOONN  IINN  PPAALLLLIIAATTIIVVEE  CCAARREE  

 
Patients with life limiting illness face many psychological challenges: grief about current or anticipated 
losses, fear and uncertainty about the future, regrets from their past, existential or spiritual issues and 
concerns about loved ones. Each person brings with them a unique burden of social and psychological 
vulnerabilities, balanced by their individual coping resources (1).  Yet despite this many patients are able 
to achieve a sense of peace, equanimity and hope (1). Depression and other psychiatric disorders have a 
significant impact on the ability of patients to negotiate these challenges and are associated significant 
suffering for patients and families (2).  Depression is the most commonly recognised psychiatric disorder in 
patients with advanced cancer (3). Depression leads to reduced quality of life (4), prolonged hospitalisation 
and causes significant distress for patients, caregivers and families (5).  
 
Estimates of prevalence of depression in palliative care patients vary from 3.7 – 58% (6) but it has been 
reported that up to one quarter of hospitalised terminally ill patients have a treatable depressive illness (7). 
Depression is common in terminal care however in clinical practice it frequently goes undiagnosed or is 
under treated (2). This results from a number of factors; difficulty in diagnosing depression in patients with 
advanced illness (2), reluctance of clinicians and patients to discuss emotional issues and the belief that 
depression is an inevitable consequence of terminal illness (8).  
 
The diagnosis of depression in the context of advanced disease is challenging. Many of the somatic 
symptoms included in the diagnostic criteria for major depression (e.g. sleep and appetite disturbance) are 
known symptoms of advanced illness. Diagnosis must therefore focus on psychological symptoms such as 
hopelessness, worthlessness or inappropriate guilt (9). Endicott proposed that somatic symptoms be 
substituted for psychological symptoms in patients with cancer, for example: poor appetite/weight change 
with fearfulness or depressed appearance and insomnia/hypersomnia with social withdrawal (10). Asking 
patients directly about their mood has been shown to be both sensitive and specific for depression (11) 
although some patients, are unable to acknowledge or identify their own depression or may express it in 
another way e.g. “nervousness” (1).  
 
Depression causes significant distress for terminally ill patients and their families and may exacerbate 
other symptoms such as pain and fatigue (2). Therefore it is important that depression is treated actively 
as part of a holistic approach to care. The empathy and support of family/friends and the clinical team is as 
important as the pharmacological management of depression (6). Approach to treatment should include 
good symptom management (pain, nausea etc.), fostering of social connections and social relationships, 
pastoral and spiritual care (12). The treatment of depression should not be restricted to psychotropic 
medications (6). A Cochrane review demonstrated the effectiveness of psychotherapy in patients with 
incurable cancer (13). Psychotherapeutic interventions however require patients to be able to engage in 
the treatment process and they will still take time to produce therapeutic outcomes (6).  
 
Pharmacotherapy is an important treatment for major depression in palliative care (6). However, studies 
show that rates of prescription are low, with only 10% of hospice patients receiving antidepressants and a 
large proportion of these being prescribed in the last 2 weeks of a patient’s life leaving insufficient time to 
reach clinical efficacy (9).  
 
Choice of pharmacotherapy must take into account patient factors such as prognosis, renal function, 
previous antidepressant history and co morbidities (6). The literature recommends the use of selective 
serotonin reuptake inhibitors (SSRIs) or the newer agent mirtazapine as first line pharmacotherapy for 
depression in palliative care patients (14) (6). Other agents, such as venlafaxine, also have evidence of 
antidepressant effect and may be an appropriate choice for certain patients (14).  
 
Conventional antidepressant medications have a delay of clinical effect up to 6 weeks (14). Patients with a 
prognosis less than 3 months may therefore not live long enough to benefit from treatment. In this patient 
population psychostimulants offer a more rapid treatment option (15). A rapid response may also be 
required for patients with significant psychomotor retardation in the setting of depression, where delay to 
clinical efficacy is associated with unacceptable suffering. In this setting, psychostimulants are indicated 
for symptom relief whilst other treatments take effect (16). A review of the literature on the use of palliative 
use of psychostimulants in advanced cancer showed a response rate for depression of over 80% within 2 
days of initiating treatment (17). Pyschostimulants should only be prescribed by experienced specialist 
practitioners.  



 
 
CONCLUSION 
Depression impacts on almost every aspect of care; symptom management, negotiating spiritual and 
existential issues, and treatment decisions. The incidence is frequently underestimated in patients with 
advanced disease, therefore health professionals must have a high index of suspicion when caring for this 
patient population. Active treatment of depression is an important part of palliative care. 

References 
1. Psychological issues in End-of-Life Care. Block, Susan. 3, 2006, Journal of Palliative Medicine, Vol. 9, pp. 751-772. 
 

2. Screening for depression in palliative care patients; a review. Lloyd-Williams, M. 2001, European journal of cancer care, Vol. 10, 
pp. 31-35. 
 

3. Depression in palliative care: a pragmatic report from the Expert Working Group of the European Association for Palliative Care. 
Die Trill, M and Berney, A et al. 7, 2001, Supportive Care Cancer, Vol. 9, pp. 477-88. 
 

4. Depressive symptoms and quality of life in home care assisted cancer patients. Grassi, L, et al. 5, 1996, Journal of Pain and 
Symptom Management, Vol. 12, pp. 300-307. 
 

5. Psychotherapy for depressionamong incurable cancer patients (review). Akechi, T, et al. 1, 2009, The Cochrane Collaboration. 
 

6. Depression in Palliative Care; a pragmatic report from the Expert Working Group for the European Assocition for Palliative Care. 
Stiefel, F, et al. May 2001, Support Care cancer, Vol. 9, pp. 477-488. 
 

7. Barraclough, J. Cancer and emotion. Chichester : John Wiley, 1994. 
 

8. Depression in the terminally ill. Brugha, T. 1993, British Journal of Hospital Medicine, Vol. 50, pp. 175-181. 
 

9. A survey of antidepressant prescribing in the terminally ill. Lloyd-Williams, M, Friedman, T and Rudd, N. 1999, Palliative 
Medicine, Vol. 13, pp. 243-248. 
 

10. Measurement of depression in patients with cancer. Endicott, J. 1984, Cancer, Vol. 53, pp. 2243-2248. 
 

11. "Are you depressed?" Screening for depression in the terminally ill. Chochinov, H, et al. 1997, American Journal of Psychiatry, 
Vol. 154, pp. 674-676. 
 

12. Clinical Review: ABC of palliative care: Depression, anxiety and confusion. Barraclough, J. s.l. : BMJ publishing, 2002, British 
Medical Journal. 
 

13. Akechi, T, et al. Psychotherapy for depression among incurable cancer patients (Review). The Cochrane Collaboration. 
[www.thecochranelibrary.com]. s.l. : John Wiley & Sons Ltd., 2009. Vol. 1. 
 

14. Lawrie, I; Edwards, A on behalf of the Yorkshire Palliative Medicine Clinical Guidelines Group. Guidelines on the use of 
antidepressants in palliative care. s.l. : Yorkshire Palliative Medicine Clinical Guidelines Group, October 2006. 
 

15. Methylphenidate in Terminal Depression. Macleod, A. 3, 1998, Journal of Pain and Symptom Mangement, Vol. 16, pp. 193-198. 
 

16. Psychostimulants in the Treatment of Depression: A review of the evidence. Orr, K and Taylor, D. 3, 2007, CNS drugs, Vol. 21, 
pp. 239-257. 
 

17. Palliative Uses of Methylphenidate in Patients with Cancer: A Review. Rozans, M, et al. 1, 2002, Journal of Clinical Oncology, 
Vol. 20, pp. 335-339. 
 

Dr Penny Cotton 
Palliative Care Physician, GRPCT 
 

 

CCOONNTTAACCTTSS  
Grampians Regional Palliative Care Team 
Ph 5320 3553 Fax 5320 6493 
Dr Greg Mewett gregm@bhs.org.au 
Dr Penny Cotton pennyco@bhs.org.au 
Dr Chien-Che Lin chechienl@bhs.org.au 
Jade Odgers jadeo@bhs.org.au 
Regina Kendall reginak@bhs.org.au 
Lawrence Habegger lawrenceh@bhs.org.au 
Bernadette Matthews bernadettem@bhs.org.au 

Djerriwarrh Palliative Care 
Ph 5367 2000 Fax 5367 9641 
Pam Ryan  pamr@djhs.org.au 
Jane Cape janec@djhs.org.au 

Gandarra Palliative Care Unit 
Ph 5320 3895 Fax 5320 3763 
Dr Greg Mewett gregm@bhs.org.au 
Dr Penny Cotton pennyco@bhs.org.au 
Maree Kewish mareek@bhs.org.au 

Ballarat Hospice Care Inc 
Ph 5333 1118   Fax 5333 1119 
Carita Potts  eo@ballarathospice.com 

Grampians Region Palliative Care Consortium 
Peter Marshall gpalcareconsort@gmail.com 

Central Grampians Palliative Care 
Ph 5352 9328   Fax 5352 9425 
Jane Bourman  jane.bourman@eghs.net.au 

Wimmera Hospice Care 
Ph 5381 9363 Fax 5381 9170 
Melanie Hahne mhahne@whcg.org.au 
Jennifer Noonan jnoonan@whcg.org.au  
  hospice@whcg.org.au 

  
 

   
JULY/AUG/SEPT 2014 

  


