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ABSTRACT

Depression is a common and lreatable condition. Failure to diagnose it may lead to unnecessary investigations, delay in
treatment and an increased risk of suicide. Anti-depressant drugs are the first line of treatment, Tricyclics are generally the drugs -
of choice as their efficacy is very well established. Second generation antidepressant drugs are preferred for the elderly and those
with heart disease as they tend to have milder side effects and are less toxic in overdose. Electroconvulsive therapy is indicated in
those with severe depression, high suicide risk or failed drug treatment. Psychotherapy is uswally used as an adjunct to
pharmacotherapy whilst lithium is used to prevent recurrence of depression.
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INTRODUCTION

Depression is a very common experience, characterised by a
feeling of sadness, misery or being low in spirits. It is often a
reaction to stress or disappointment (reactive sadness) or due
to loss of something or someone important (grief). These types
of depression usually lessen and disappear with time and may
not require any special treatment. However, in some people
depression can appear without reason or be so severe and
prolonged that it dominates their lives. They are unable to
function at home or at work and may complain that life is not
worth living. Depression of this severity is an illness and re-
quires treatment. After adjustment disorder, depressive disor-
der is the commonest formal psychiatric disorder in primary
care constituting some 8 - 10% of consecutive-patient consul-
tations!".

Classification
The classification of depression® is based on
1. Aetioclogy
(a)Reactive depression and endogenous depression, de-
pending on whether symptoms are or are not caused by
external stressors,
(b) Primary depression and depression secondary to other
physical or psychiatric illness.

2. Symptoms
Neurotic depression and psychotic depression, depending
on the presence of neurotic or psychotic symptoms.

3. Course
Unipolar depression and bipolar depression, depending on
whether there are episodes of depression only or episodes
of both depression and mania.

Symptoms of Depression

Certain symptoms are characteristic of depression

(a) Persistent low mood, feeling worse in the morming
{b) Loss of interest or pleasure in usual activities

{c¢) Slowness in thinking or doing things
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{d) Loss of appetite and weight, loss of libido and energy

(¢) Sleeplessness or excessive sleeping, early moming waking
(f) Recurrent thoughts of death, suicidal thoughts and attempts
(g) Feeling hopeless or worthless, self-blame and guilt

Diagnosis

The first thing is to recognise the exisience of depression,
based on the presence of a number of the symptoms listed
above. Next, one should decide whether the depression is a
reaction to stressful circumstances, secondary to a physical or
psychiatric illness, or whether there is evidence of neurotic or
psychotic depression.

Since depression can present in a variety of ways, often
mimicking the symptoms of a physical illness, failure to diag-
nose it may lead to unnecessary investigations, delay in treat-
ment, and an increased risk of suicide.

The depth of depression is assessed by noting the severity
of the symptoms. Enquiry should also be made about the pa-
tient’s desire for death and his thoughts of suicide. The more
severe the depression, the greater is the suicidal risk. Some
factors which increase the risk of suicide®™ are:

{a) severe agitated depression

(b} being an elderly male

{c) Mving afone

(d) presence of alcoholism and/or drug addiction
(e} serious physical illness

(fy previous suicidal atternpt

(g) talking of suicide

(h) recent worsening of social situation, and

(i) guilt and feelings of unworthiness.

Treatment

Depression is a treatable condition. Lack of treatment or inef-
fective treatment may lead to a continnation of the distressing
disorder or suicide.

After having decided to treat the patient for depression,
the first question to ask is whether he requires inpatient or
ouipatient treatment. The answer depends on the severity of
the disorder and the quality of the patient’s social resources.
Special aftention should be paid to the risk of suicide, the risk
of harm to others and the failure to eat. If the patient is to be
treated as an outpatient, the next question is whether he should
confinue to work. If the depression is mild, work can provide
a valuable distraction and a source of companionship. When
the disorder is more severe, work performance is likely to be



impaired and such failure may add to the patient’s feelings of
hopelessness.

Finally, one has to decide what type of treatment is to be
given. The various forms of treatment are:

1. Antidepressant drugs

Antidepressant drugs are the first line of treatment. Tricyclics
are the drugs of choice™ as their efficacy in the treatment of
acute depression and the prevention of relapses has been well
demonsirated. The two longest established and best known are
amitriptyline and imipramine. Agitated and anxious patients
benefit more from amitriptyline which is sedative whilst with-
drawn and retarded patients benefit more from imipramine
which is less sedative. The tricyclics are ineffective in 25% of
depressive patients and have a lag period of 2-4 weeks befere
the onset of the therapeutic effeci. They also have many ad-
verse effects (anticholinergic, cardiovascular, weight gain, se-
dation) and are very toxic in overdose. They need to be used
with great care in patients with heart problems, urinary reten-
tion or glaucoma. The patient must be wamed of likely side
effects like drowsiness, constipation and blurring of vision.

Amitriptyline or imipramine should be started at 75mg a
day in divided doses and increased by 25mg every second or
third day, up to 150mg - 225mg. Deses must be halved for
elderly patients. If the patient does not improve after 3 weeks,
the doctor should find out why there has been no response. He
should consider whether the patient has been taking the drug
in the correct dose, whether the diagnosis is correct and what
social factors are playing in maintaining the disorder. Poor
compliance with anti-depressant drug treatment is common.

When the therapeutic effect has been achieved, the dmg
should be continued in full dose for at least six weeks. After
this, a reduced dosage {usually half to two-thirds of the thera-
peutic dose) should be continved for a further six months, If a
rclapse occurs when the dose is reduced, the former dosage
should be reinstated for at least a further three months before
lowering it cautiously for a second time.

Monoamine oxidase inhibitor drugs (MAOI) are less ef-
fective than tricyclic antidepressants for moderate to severe
depressive disorders. They should be used enly for the atypi-
cal, mild depressive disorders with neurotic symptoms. Their
therapeutic effects have to be balanced against the many inter-
actions of the MAOI drugs with foodsuffs and other drugs.
The dose for phenelzine (nardil}, the most widely used MAOI
drug, is 30-90mg daily.

Aminepline (survector) is a dopaminergic antidepressant
which is devoid of any sedative, anticholinergic or cardiotoxic
effecis. It is well tolerated and the dose is one tablet (100mg)
in the meming and one at noon.

Maprotiline (ludiomil) and mianserin (bolvidon) are
tetracyclic antidepressant drugs which have sedative activity
without the anticholinergic effects of the tricyclics. Mianserin
is also devoid of cardiotoxic effects. The dese is 75mg-150mg
daily for maprotiline and 30-90mg daily for mianserin.

The second generation drugs like the reversible monoamine
oxidase inhibitors {eg moclobemide) and serotonin reuptake
inhibitors {eg fluvoxamine. fluoxetine) have a mild side effect
profile and are less toxic in overdose. Their therapeutic effica-
¢y is comparable with that of the tricyclics. They are particu-
larly useful for those patients who are often unable 10 tolerate
the adverse effects of the tricyclics, especially the elderly and
those with heart disease.

Moclobemide (aurorix} is particulaily suitable for outpa-
tient treatment as it has no anticholinergic effects, is not seda-
tive and does not impair vigilance. The initial dose of 300mg
in divided doses may be increased to 600mg daily, depending
on the severity of the depression. Common side effects are
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nausea, headache and sleep disturbance.

Both fluvoxamine {(faverin) and fluoxetine (prozac) cause
fewer anticholinergic and cardiovascular side effects than the
tricyclics. They share common side effects, including nausea,
headache and insomnia. The initial starting dose for
fluvoxamine is 530mg twice a day for the first week and in-
creased to 300mg daily if necessary. Fluoxetine is given as a
single dose of 20mg per day but may be increased 1o 60mg in
divided doses if necessary.

2. Eleciroconvulsive Therapy (ECT)

ECT should be considered if»

(a) rapid improvement is necded because of high suicide risk
or depressive stupor,

(b) paticnt has delusions,

(c) patient fails 10 respond 1o antidepressant drugs.

3. Lithium treatment

Although lithium does exert some therapeutic effect in depres-
sion, its principal use is to prevent the recurrence of mania
and depressive disorders™®.

It is contraindicated in children, early pregnancy, renal
and cardiac disease. Before starting therapy, do a full blood
count, electrocardiogram, thyreid and renal function tests. For
patients under the age of 60 years, the starting dose of lithium
carbonate is 250mg twice daily. After a week, the serum
lithium concentration is determined 12 hours after the ladst
dose. The dosage is increased if necessary to achieve a thera-
peutic serum lithium level of 0.5 to 0.8 mmolA. Doubling of
dosage leads to doubling of serum lithium level. The patient
should be seen weekly for a month, and monthly thereafter.
Regular serum lithium estimation, thyroid and renal function
tests should be carried out because of the texic effects of
excessive dosage and the possible development of
hypothyroidism and nephropathy. Prodromal sympioms and
signs of lithium intoxication include nausea, vomiting, diar-
rhoea, coarse tremor, sluggishness and dysarthria.

Carbamazepine (usval dose 400-600mg daily in divided
doses) may provide an aliemative to lithium in patients who
do not respond adequately to lithium or are unable to tolerate
lithium’s adverse reactions.

4. Psychotherapy

The psychological management of depression consists of sup-
portive psychotherapy, dynamic psychotherapy, cognitive ther-
apy, and interpersonal psychotherapy.

Supportive treatment is part of the management of every
depressed patient. He requires support and encouragement. If
the depression is mainly a reaction to stressful life events and
is not severe, discussion and counselling should be started.
The patient should be encouraged to talk about his feelings
and 1o discuss his problems.

If provoking factors can be altered, he should be encour-
aged to think of suitable means for changing them; if they
cannet be altered, he should be helped to come to terms with
the new situation.

The use of dynamic psychotherapy is restricted to the less
severe cases of depression. Both cognitive therapy developed
by Beck® and the interpersonal psychotherapy of Klerman
and Weissman®® are reported 10 be as effective as
pharmacotherapy in mild to moderate depression®. The main
aim of cognitive therapy is to modify the patient’s negative
way of thinking about life situations and about the depressive
symploms.

In interpersonal psychotherapy, depression is viewed as a
disorder of interpersonal relationship, regardless of aetiology.
Therapy aims at symptom relief and a more effective approach
10 relationship.



DISCUSSION

Effective treatment of depression is impossible without ar-
tending to social, family and personal factors. Counselling and
family therapy may reduce social and psychological distress.
The patient may benefit from advice or help with changing
adverse social situations such as financial, housing and un-
employment difficuities.

Three major errors in assessment that lead 10 ineffective or
lack of treatment are :
(a) failure to recognise that the patient is in fact depressed,
(b) failure to appreciate the severity of the depression, and
(c) failure to establish the cause of the depression,

When antidepressant drugs are used, errors that are com-

monly made include:

(a) prescribing an inadequate dosage,

(b) stopping the drug too soon,

(c) failing to take account of any possible drug interactions
that may occur with other drugs being administered con-
currently.

CONCLUSION

The overall treatment strategy for depressiont'? should be:

(a) the carly recognition of the disorder by the doctor, the
patient and his family, coupled with early initiation of
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treatment of the acute episode,

(b) continuation of treatment, aimed at reducing the likeli-
hood of relapse, and the return of symptoms before the
episode has run its course; and

(c) prophylaxis, aimed at preventing new episodes of illness.
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