Psychiatry—Depression and Suicide
Major Depressive Disorder


Major depressive disorder is one of the more commonly encountered psychiatric disorders.
Pathophysiology


Studies suggest disturbance (decrease) in CNS serotonin activity as an important factor, making treatment with SSRIs effective.  Other NTs implicated include NE and DA.  Exposure of several week’s duration to an antidepressant usually is necessary to produce a change in symptoms.  All antidepressants appear to work via 1 or more of the following: 1) presynaptic inhibition of the uptake of either 5-HT or NE 2) antagonist at presynaptic inhibitory 5-HT or NE receptor sites (enhancing release) 3) Inhibition of monoamine oxidase, which breaks down the NTs; therefore increasing the NTs in the CNS.  All serve to increase NTs in the CNS

Biological contributors include genetic predisposition, family history, and neurological/physical illness.  Psychosocial contributors include interpersonal losses and stressors.  Associated with left CVA and anterior strokes with involvement on the limbic system (emotions and mood), basal ganglia (movement), and hypothalamus (sexual, sleep, and appetite) 
Epidemiology

1) Lifetime incidence of MDD in US is 20% in women and 12% in men – about 50% are treated

2) Mean age of onset is 40 years with age of onset 20-50; increasing in younger populations due to drug and alcohol abuse

3) Higher incidence in those who have no close personal relationships, or with history of divorce or separation.  More common in the lower socioeconomic status.  Equal among races.

4) Significant potential morbidity and mortality, contributing as it does to suicide, medical illness, disruption in interpersonal relationships, substance abuse, and lost work time

5) MDD plays a role in more than one half of all suicide attempts, while the death rate from suicide among those with affective disorders can excess 15%

6) MDD also contributes to higher mortality and morbidity in context of other medical illnesses, such as MI – by treating depression, the outcome of medical complications will improve

7) Incidence of clinically significant depressive symptoms increases with advancing age, especially when associated with medical illness or institutionalization.

8) Somatic complaints are common with elderly
Clinical Manifestations

History – The DSM-IV-TR diagnostic criteria for a major depressive episode are at least 5 of the following, during the same 2-week period, representing a change from previous functioning; must include either (a) or (b)
1) Depressed mood (a)

2) Diminished interest (anhedonia) (b)

3) Significant weight loss or gain
4) Insomnia or hypersomnia
5) Recurrent thoughts of death, suicidal ideation, suicide attempt, or specific plan
6) Psychomotor agitation or retardation
7) Fatigue, loss of energy
8) Feelings of worthlessness, guilt, or anxiety
9) Diminished ability to think or concentrate

The symptoms do not meet criteria for a mixed episode, i.e. bipolar disorder.  Symptoms must cause clinically significant distress or impairment of function and are not due to direct physiologic effects of a substance or general medical condition.  Symptoms are not better accounted for by bereavement
Atypical Presentations
1) Presenting complaints are often somatic – GI pain, fatigue, headache, n/v/d

2) Patients complain more of irritability than of sadness or low mood

3) Elderly persons may present with confusion or generalized decline in functioning

4) Children may present with social withdrawal, declining performance in school, and irritability

5) May include psychotic features.  Associated with a worse prognosis – ECT is good for signs of psychosis

6) May present with atypical features – increased weight, appetite, and decreased sleep.  Signs of atypical features warrant MAO-I (drug of choice)
7) May present with catatonic features – stuporous, blunted affect, psychomotor retardation.  If depression and schizophrenia coexist, treat depression first.
Physical

No physical findings are specific.  Diagnosis lies in history and mental status exam.
Appearance and Affect

1) Most patient’s present with a normal appearance
2) Decline in grooming and hygiene, change in weight, psychomotor retardation

3) Flattening or loss of reactivity in the patient’s affect (emotional expression)
Mood and Thought Process

1) Dysphoric mood state – sadness, numbness, irritability

2) Loss of interest, pleasure, energy, motivation in their usual activities

3) Thinking is negative, with feelings of worthlessness, hopelessness, or helplessness

4) Psychosis should prompt a careful history to r/o a history of BD, schizophrenia or schizoaffective disorder, substance abuse, or organic brain syndrome
Cognition and Sensorium

1) Poor memory and concentration
2) MC no significant deficits are found on cognitive examination

Speech

1) Slow, lacking in spontaneity and content
2) Pressured speech should suggest mania

3) Disorganized speech should prompt an evaluation for psychosis or schizophrenia 
Thought Content

1) Look for Suicidal or homicidal ideation 
2) Report feeling overwhelmed or inadequate, helpless, worthless, or hopeless

3) Should be assessed for hopelessness

4) History of suicide attempts or violence is a significant risk factor for future attempt
Lab Studies


No diagnostic laboratory tests are available for diagnosis of MDD.  Based on the H and P, focused lab studies are useful in excluding potential medical illnesses

1) CBC count (anemia), TSH (hypothyroidism)

2) ANA, ESR

3) Vitamin B12
4) RPR (tertiary syphilis), HIV test

5) Electrolytes, ABG

6) Renal and LFTs

7) Blood and urine toxicology

8) Dexamethasone suppression

9) Cosyntropin stimulation test

10) CT, MRI, EEG of brain
Treatment

1) Psychotherapy, cognitive behavioral therapy alone or in combo with medication

2) Medication alone also can relieve symptoms

3) Combined approach provides the most and quickest most sustained response
Pharmacotherapy

1) Usually, 2-6 weeks at a therapeutic dose level are needed to observe a clinical response
2) SSRIs – have good side effect profile.  Includes fluoxetine (Prozac), Paroxetine (Paxil), Sertraline (Zoloft), Escitalopram (Lexapro).  Advantage is the ease of dosing and low toxicity for overdose.  Common adverse effects are GI upset, sexual dysfunction, and changes in energy level (give in the AM)
3) St.  John’s Wort – used to treat mild-to-moderate depressive symptoms.  Research indicates that it acts as an SSRI
4) TCAs – block the reuptake of both NE and 5-HT.  Includes amitriptyline (Elavil), Desipramine (Norpramin), Clomipramine (Anafranil), Imipramine (Tofranil).  Advantage is long record of efficacy in treatment, lower cost, and considerable toxicity in overdose.  Common adverse effects are anticholinergic and antihistaminic properties and include dry mouth, urinary retention, constipation, weight gain, sedation, confusion, sexual dysfunction, and orthostasis.  Be aware of torsades or wide-complex tachycardia
5) Atypical Antidepressants – can be used as adjunctive treatment.  Include Bupropion (Wellbutrin), Nefazadone (Serzone), and Mirtazapine (Remeron).  Advantage is low toxicity for overdose, less sexual dysfunction, and GI upset than SSRIs
6) MAO-Is – used to treat atypical depression.  Include Phenelzine (Nardil) and Tranylcypromine (Parnate).  Adverse effects include hypertensive crisis.  Must be on low tyramine diet.
Electroconvulsive Therapy (ECT)

Electroconvulsive therapy (ECT) is highly effective treatment and may have a more rapid onset of action than drug treatments.  Used when a rapid antidepressant is needed, when drug therapies have failed, and when there is a history of good response to ECT, or when there is patient preference.  Advances in brief anesthesia, neuromuscular paralysis have improved safety and tolerability.  Risks include postictal confusion and memory loss.  Also effective in the treatment of delusional and psychotic depression
Course and Prognosis

1) 50% of patients present with symptoms before an episode of depression

2) Untreated depression lasts 6-13 months, 3 months if treated

3) Many experience a relapse after an episode of depression within 6 months

4) Continue medication for at least 1 month and observe, maintain for at least 6 months
Special Concerns for MDD


MDD is common in women during childbearing years and can have a significant negative impact on woman’s experience of pregnancy and parenting.  Risk and benefits of pharmacotherapy should be evaluated.  Benefits of prompt medical treatment often may outweigh risks of fetal exposure to an antidepressant.  No clear evidence of teratogenic effects.
Postpartum Depression

Over 80% of women can develop mood disturbances in the postpartum period, usually within 1 month of birth.  Has a continuum of severity: baby blues, postpartum depression, and postpartum psychosis.  Baby blues resolve spontaneous in a few days to 2 weeks characterized by mild depression but they still interact well with the baby
Clinical Manifestations – depressed feelings, fatigue, crying spells, sleep and appetite disturbances, poor concentration, feeling helpless, hopeless, fears of harming the body, lack of interest in the baby, excessive concern with the baby’s health, feelings of guilt, inadequacy, worthlessness, low self-esteem, mood swings, lability, anxiety, and decreased libido
Treatment

1) Same as for depression during any other time of life.  Most antidepressants probably can be used safely during breastfeeding, however this has not been studied thoroughly, and the same risk-benefit considerations should be applied as when treating depression in pregnancy

Postpartum Psychosis


Postpartum psychosis is more likely to arise in patients with BD or psychosis.  Occurs in 0.1-0.2% of pregnancy.  Defined as an atypical psychosis that may begin first 3-6 months of delivery
Clinical Manifestations – severe insomnia, agitation and restlessness, hallucinations, paranoid and delusions focused on the baby and on one’s role as mother.  Homicidal and suicidal thoughts are not uncommon.  This condition poses significant danger to the baby’s safety and should be managed as a medical emergency requiring hospitalization of the mother
Suicide


Suicide is a person willingly taking heir own life.  A suicide attempt involves a serious act and someone intervening accidentally.  Without accidental discovery, the person will be dead.  Suicide gesture is a person undertaking an unusual, but not fatal, behavior as a cry for help or attention.  Suicide gamble is someone that does something potentially fatal but believes they will be saved.
Epidemiology

1) Suicide ranks as a leading cause of death in the US, with a yearly rate of 200,000 attempts
2) Certain populations – adolescents and young adults, it constitutes 1 of top 3 causes of death
Risk Factor

Demographics – sex, occupation, depression, alcohol, and gun availability

1) Men commit suicide far more frequently in women.  Men often use guns

2) Women make far more attempts than men.  Women often use pills

3) Suicide rates increases with age, major significant spike in adolescents, young adults

4) Geriatric suicide is extremely prevalent – age >65 has highest rate of suicide.  This age group also maintains an alarming connection with murder-suicides

5) People who are married are less suicidal than single, divorced, and widowed people

6) Losses – financial, loved-ones, pets, or divorce

7) In the US, the majority of suicides occur within the white population.  Protestants have a higher rate of suicide than either Catholics or Jews.  The Western states have the highest suicide rates.  Living in rural areas carries a higher risk of suicide than living in urban areas

8) Most suicides occur in spring.  May has been noted for its high rate of suicide
9) Lack of daylight correlates with depression and suicide

10) Police or public safety officers are at risk for suicide – have gun availability, long work hours, and traumatic experiences, high divorce rate, and substance abuse problems.

11) Physicians, treating terminally ill patients, have a high rate of suicide

12) Dentists have a high suicide rate – thought to be perfectionist, obsessive, isolation, and access to medications

13) Times of economic change, especially depressions, associated with suicides

14) Poverty and low income, with concomitantly fewer options and opportunities

15) Times of major societal alternations – when rules are changed and people do not know what is expected of them they engage in self-destructive behavior
16) Patients with protracted, painful, progressive medical conditions at risk for suicide

17) Diseases conferring higher risk – ESRD, COPD, cancer, HIV/AIDS, quadriplegia, MS, severe whole-body burns, and chronic heart failure
Characteristics and Behaviors


Although many assume that people who talk about suicide do not follow through with it, the opposite is true: those who do threaten suicide actually follow through.  A number of activities are associated with committing suicide:

1) Making a will, getting the house and affairs together

2) Unexpectedly visiting family members and friends
3) Purchasing a gun, hose, or rope; writing a suicide note

4) Visiting primary care physician – significant number will see primary care physician within 3 weeks before they commit suicide.  They come for a variety of medical problems.  Rarely state they are contemplating suicide!
Characteristics include preoccupation with death, sense of isolation and withdrawal, few friends or family, emotional distance from others, distraction, and lack of humor.  Patients tend to focus on the past, such as past losses and defeats and anticipate no future, voice the notion that others and the world would be better off without them, and view themselves as helpless in two ways: a) can’t help myself b) no one can help me
Life Experiences

1) Current – job termination, relationships, or divorce
2) Past – most important is suicide by a family member or a friends.  History of parent or sibling committing suicide correlates with suicide by another member of that family.  The most common suicide risk factor is a past previous suicide attempt.  Suicides by friends provoke others to duplicate event.  Other deaths, especially by family members.  History of physical, emotional, or sexual abuse is linked to suicide.  Persons with posttraumatic stress disorder are particularly vulnerable.  
Mental Illnesses – 95% of people who commit suicide have a mental illness
1) Includes any depressive disorder, manic-depressive illness, schizophrenia, PTSD, phobias, substance abuse, delirium, and dementia, as well as certain genetic factors

2) Depression – preoccupation with death, twin killers of hopelessness/helplessness, and withdrawal.  Most dangerous time occurs when a patient is coming out of the deep depression, when they first start antidepressant therapy because they can use their new energy to take their life
3) Schizophrenia – may experience hallucinations, often auditory, such as voices commanding them to kill themselves, ability to appreciate how they are and how they are different, both from others and from what they wish their lives might be
4) Anxiety – dread often growing, expanding, and incapacitating.  Associated OCD and phobia make suicide a possibility

5) Substance abuse – depressed person commonly will become acutely suicidal after a few drinks, LSD increases suicide rate, experience major losses

6) Delirium and dementia – loss of memory, disorientation, hallucinations, delusions, and poor judgment.  Leads to self-destructive behavior
Psychodynamic Formulation


Psychodynamic formulation is when patients deflect anger inward to hurt themselves when they want to strike out at others
Intervention


Must recognize and take action because it can be prevented
Assessment

1) Do you have any thoughts of hurting yourself?

2) Do you have plans for suicidal acts?

3) Do you have the weapon or access to it?

4) What do you believe your suicide would achieve?
Questions of Suicide (aggressive act) must be coupled with inquiry into person’s potential for homicide!

1) Do you want to hurt anyone else?

2) Collateral questions should be asked based on reviewed risk factors
Other Informational Sources

1) Interviews with family, friends or coworkers, EMS

2) Suicide note
Tests

1) Presence of significant depression

2) Thoughts and plans of self-destruction

3) Beck Depression Inventory

4) Hamilton Depression Rating Scale

5) MMPI
Intervention

1) First, individual must not be left alone

2) In ER, such a recommendation is handle easily by hospital security personnel – call 911

3) Remove anything that patient may use to hurt or kill himself

4) Suicidal patient treated initially in secure, safe, and highly supervised place

5) Despite the best care and intervention, people still kill themselves
Bereavement, Grief, and Mourning
1) Bereavement – state of having lost a close friend or relative to death

2) Grief is the biophysiologcial reaction to loss – traumatic distress (disbelief, intrusions, avoidance), separation distress (sadness, anxiety, helpless, anger, shame, pain), survival guilt or remorse, or social withdrawal

3) Mourning – behavioral and social manifestations of grief 

Grief is necessary and healthy and follows a predictable pattern

1) Symptoms of depression associated with grief tend to be non-clinical and transient

2) Treating grief symptoms interferes with natural bereavement process

3) May also have positive feelings – enjoyment in recalling happy times or funny anecdotes, pride in honoring the deceased, relief from burden or pain, post-loss life satisfaction, tranquility, and optimism

4) Primary grief-like disturbances can resurface at key times – birthdays, anniversaries, and holidays
	Bereavement
	Depression

	Normal identification with deceased
	Abnormal identification with deceased

	Crying, weight changes, decreased libido, sleep and appetite disturbances, depressed mood, etc

	Suicidal ideation (rare)
	Suicidal ideation (common)

	Self-limited, lasts 6m-1 years
	Symptoms persist >1 years

	Antidepressants are not helpful
	Antidepressants are helpful


