
Anxiety, Depression & Delirium  

Dr TAN Eve Lyn 

Palliative Care Physician  

NSW, Australia  



òif you wish to know the mind of man, 

listen to his wordséó 

possibly a Chinese proverb  



Case Study ð Mr AS 68yr  ˏformer taxi driver  

Ådivorcee (nil contact with former 

partner & adult children; 2 sisters 

& other siblings & nephews & 

nieces closest supports)  

Åpreviously living alone 

independently, nil services, 

walking aid  



Case Study - Mr AS known metastatic RCC  

Åadmission with devastating neurological 

deficits 2 o to malignant thoracic spinal 

cord compression, past RT & 

laminectomy known met RCC Dx 2015 

Åadmission under radiation oncology with 

progressive weakness & numbness of 

lower limbs & recent fall; on 2 nd -line 

sorafenib  



Mr ASõs progress 

Ådespite re -irradiation therapy, nil 

significant return in power lower limbs, 

remains continent for now  

Ågood insight into neurological 

prognosis & dependency on others for 

care needs & terminal implications  

Åvoicing desire for life to end ð prefers 

ôpillõ / medication way 

unable to mobilise   

independently  

(ECOG 4)  

clinical depression?  



anxiety & depression  



introduction  

Åamong cancer pts, most commonly major depressive disorder, 

adjustment disorder, reactive depression  

Åprevalence rates for depression in cancer  as high as 25 -35%*  

Åcancer pts higher risk of depression than general population  

Åpre -existing depression / anxiety prior to cancer diagnosis OR 

develop anxiety disorder / depression after cancer diagnosis  



physical  
symptoms  

psychological  

(emotional)  

spiritual  
(including 
religious)  

social  

(including 
cultural, 

economic)  

anxiety / depression  
contributes to  

psychological distress  

based on the 

late Dame 

Cicely 

Saundersõs 

concept of 

total pain  

multiple 

dimensions 

of suffering  



WHY IMPORTANT? 

ƃ QUALITY OF LIFE 

ƃ SURVIVAL 



patient experiences & perspectives  

themes in multiple concurrent symptoms in advanced cancer :  

Å imminence of death and deterioration (impending death, 

anticipatory fear)  

Åoverwhelming loss of control  (symptom volatility, debilitating 

exhaustion, demoralisation, isolation)   

Å impinging on autonomy, identity  (losing independence, refusal to 

a diminished self, self -advocacy, reluctance to burden others)  

Dong, S. T., et al. (2016). "Patients' experiences and perspectives of multiple concurrent symptoms in advanced cancer: a sem i-structured 
interview study." Support Care Cancer 24(3): 1373-1386. 



patient experiences, perspectives  

Åpsychological adaptation (accept recovery impossibility, maintain 

hope, mindfulness, seek distractions, accommodate self -limitations)  

Åburden of self -Mx responsibility  (perpetual self -monitoring, 

ambiguity in self -report, urgency decision making, optimising Mx) 

Åvaluing security & empowerment (safety in coordinated, 

compassionate care, medical abandonment fear, social support 

dependence)  

Dong, S. T., et al. (2016). "Patients' experiences and perspectives of multiple concurrent symptoms in advanced cancer: a sem i-structured 
interview study." Support Care Cancer 24(3): 1373-1386. 



possible factors for / sources of distress  

Åuncertainty (anti -cancer Tx, response, prognosis)  

Å loss & impending loss  

Åphysical symptom(s)  

Åchanging roles and/or relationships  

Å finances, external conflicts, guilt  

Å fears of decline & dying & death, planning for future  

Ålife after death (unknown, family left behind)  



normal to be anxiousé 

especially heightened at time of diagnosis, when 

therapy ceases, for management goals change to 

palliative  

 

question is when does anxiety become abnormal?  



generalized anxiety disorder DSM -V 

Ådifficult to control excessive & persistent worrying, associated with :  

 

 

 

 

 

 

restlessness or feeling keyed 

up or on edge  
 

 

difficulty concentrating or mind 

going blank  

 

easily fatigued  
 

 

irritability  

 

muscle tension  
 

 

sleep  disturbances  



diagnosing anxiety disorder  

Åand causes significant distress or impairment in social, 

occupational, other important areas of functioning  

Åwhich occurs more days than not for at least 6 months  

Åand not caused by physiological effects of substance (including 

medications) or medical condition  



Diagnosis of Major Depressive Disorder DSM -V 

 

Åminimum 5 symptomatic criteria  (duration of at least 2 weeks) :  
 

 

 

 

 

 

 

 

depressed mood  loss of energy  

loss of interest or pleasure  weight loss (or weight gain)  

excessive guilt  insomnia / hypersomnia  

trouble concentrating  psychomotor agitation or retardation  

thoughts of death  



Diagnosis of Major Depressive Disorder DSM -V 

 

ÅAND requires at least òloss of interest / pleasureó (anhedonia) OR 

òdepressed moodó 

ÅALSO represents change from previous functioning  

Åclinically significant distress or impairment in social, occupational, 

or other important areas of functioning  

Ånot attributable to physiological effects of substance  
 



Diagnosis of Major Depressive Disorder  

potential limitations in applying DSM -V criteria to diagnose 

major depression in palliative care patients?  

 



screening tools ð multiple available  

ÅHospital Anxiety & Depression Scale (HADS)  

Åmost extensively validated scale for screening emotional distress 

in cancer, focus on psychological aspects of depression rather 

than somatic symptoms  
 

ÅBeck Depression Inventory (BDI -II) 

ÅEdmonton Symptom Assessment Scale  

Åothers  eg . Center for Epidemiological  Studies Depression  (CES-D) 



Hospital Anxiety Depression Scale (HADS)  

Å14-item screening tool for anxiety & depression  

Åself-reported, each item rated on 4 -point scale (scores 0 -3) 

Åscores range from 0 -21 for each subscale ð HAD-A & HAD -D 
 

Åscore cut -off points assist to classify anxiety & depression levels as 

within normal range, borderline or clinical  



reality of clinical practice  

Åallow time required for adequate 

assessment of critical issues  

Åreality of ôtime-poorõ clinical practice 
 

Åstudies looking at usefulness of a 

screening question :  

ÅòAre you depressed? ó 

Åinitially promising results  



single screening question?  

Åvariation in question  :  

Å"Have  you  felt depressed, most of the day, nearly every day for 2 

or more weeks? ò 

Åvariable levels of sensitivity & specificity  

Åvariation in answers :  

Å"Yes, I am depressed ò, "No, I am not depressed ò, "Neitherò 



relevant screening question?  

Ådiverse cultural / ethnic backgrounds & multi -faith society  

Åwhen translated, evidence that usefulness (sensitivity, specificity) 

not always transferable to different communities, cultural groups  
 

Åadditionally culturally appropriate to ask?  

Åpotential for òlost in translationó? 

 



eliciting history  

Åsymptomatology (psychological & physical symptoms)  

Åpre -morbid personality & past or present psychiatry disorders  

Åfor patients with depressed mood, risk of suicide & self -harm  

Åpsychosocial context ð stressors, supports, financial, relationships  

Åmedications & substance use ð including alcohol, illicit drugs & 

withdrawal)  



Examples of questionsé. 

What do you enjoy doing?  

How long have you been feeling that way?  

ºWhat gives you joy or happiness?  

How are you coping mentally?  

What seems to bring it on?  

Please tell me more.  

Are there times when you wanted your life to end?  

Have you thought about harming or killing yourself?  

You seem a little down. Do you think that you are depressed?  

What have you tried for this?  

What worries you the most?  


