JISC Update January 2010

This was a month of rich pickings - 

Screening for depression following stroke was discussed as one service required this for stroke unit targets:

This is such a beautiful response from Yorkshire that it is included in its virtual entirety - 

1) About half those depressed at 2-3 weeks after stroke were depressed before they had their stroke.  Some 10-15% of people who come in with a stroke are taking an AD at admission. So a good starting screen is to check the drug history.  It tells you especially who is at risk of longer-term depression; and its good for dysphasic patients where standardised measures are poor;

2)  Differences between measures are over-stated.  The real issue is trajectory of mood symptoms in that the people who do poorly in rehab are those with persistent symptoms over the first weeks/months. It matters less which you choose than that you administer it serially. Then you build in watchful waiting.

Encourage people not to start ADs (almost the only thing most stroke services will offer) on the basis of a single rating scale result;

3) Another common problem (probably because stroke mainly affects older people) is so-called depression without sadness. We have recently found (due out in 'Stroke' soon) quite high rates of endorsement of negative cognitions (worthlessness, hopelessness, suicidal thoughts) in people who say they don't have depressed mood and don't have high levels of symptoms generally.  So any screen (and score) must be followed up with a brief exploration at interview.

4) Since it probably doesn't matter which measure you use, one way to

choose would be to go with what GPs use for QoF which is usually either

PHQ9 or HAD - this gives continuity in follow up. Another choice may be GHQ12.

The following is advised:

a] Pick a measure and get people to give it at least twice

b] Routinely follow-up with a brief interview to (1) explore depression history and pick up on AD prescriptions, and [2] ask people how they are eg "We've asked you these Qs because we know stroke can be associated with emotional changes - how are you finding it, how do you feel about the way it has affected you and how are you viewing the future?" A good way to tap into the negative cognitions as long as you make sure the questioner listens and doesn't lapse into jolly-encouraging-speak too quickly.

c] Suggest action is needed if the combination of repeated scores and answers to Qs is worrying; don't be too prescriptive about exact score/cut-off.  Staff are usually quite good at the clinical judgement if they have asked the right Qs.

A respected Southampton consultant agreed it was important to think of depression in people who aren't progressing as expected, with whom staff get irritated with, who seem to be somatising or those who seem unduly irritable or tired - regardless of whether they say yes or no to the question of feeling depressed/sad. Generalised hopelessness and worthlessness may appear. She went on to talk of possible selection bias – we get referrals of patients with  problematic emotions (rather than cognitions or behaviours) and this may lead us to see depression as a predominant mood state (rather than wider self perceptions e.g. 'empty', 'not my usual self', 'lost my spark', 'going through the motions'). Other issues include the 'jolly along type approach' which makes patients feel unable to be sad, and staff thinking that negative thoughts maybe

understandable (and so 'normal'!) without proper exploration of severity.

A Leicester colleague has submitted a paper to 'Neurology' and shared with us the abstract (please see archive). It concludes:  'There are a number of competing instruments for identifying post-stroke depression with most showing moderate psychometric properties. The sensitivity and specificity found for the PHQ-2 and the benefits relating to ease of use suggests this may be a promising measure. However, given limited research on the PHQ-2 and also other short item measures further research is required to establish its use for post-stroke depression as well as clarify patient benefits of screening'.

Advice on sedation for NMDA encephalitis:

This was for a confused and agitated patient on a floor mattress who was pulling out lines, ng tubes, was malnourished and had suffered problematic motor symptoms initially. Nursing staff were so distressed that some were off sick.

The consultant had weighted her diazepam to night time and used olanzapine not risperidone – but to little benefit. (CBZ and PRN lorazepam also being used here).

Promethazine at night was suggested, as was trazadone nocte by another contributor.

Lack of evidence base was acknowledged, as were our individual ways to help such a situation. One consultant avoided BDZs – especially long-acting -  (tolerance, paradoxical disinhibition) in favour of atypical antipsychotics, promethazine and nocte trazadone or melatonin. He also reported the sometime epileptiform activity in these patients and the possible benefit of AEDs. And don't forget infection/pain as causes of agitation as well as tried and tested behavioural techniques (I think tough good-humoured compassionate nursing staff who are good at handling this kind of thing are incredibly important – Worthing comment).

A few contributors suggested the involvement of anaesthetists and Sydney (always helpful with these scenarios Sydney – thank you) suggested ITU transfer for nutrition, hydration and ease of management, together with the use of drugs whose primary purpose is to sedate. If on a medical ward then 'wafers' or im medication suggested as routes, and maybe depot olanzapine? Melbourne suggest possible use (3rd line?) phenobarbitone, and also note a propofol protocol.

Cardiff have experience of 2 cases – both managed on ITU heavily sedated, and quetiapine used (which Dr T has on his cornflakes some say). Two fabulous papers are cited – see archive.

Life events and causation of mental disorder was another New Year topic. Is there evidence post-Brown and Harris?

A book published 1989 edited by B & H - "Life Events and Illness" was cited as was 'a very nice review' by Tirril Harris in the British Medical Bulletin 2001; 57: 17-32 "Recent developments in understanding the psychosocial aspects of depression". Leeds suggest a Google search for GW Brown, TO Harris, TJ Craig or A Bifulco

where you will find very recent reviews on eg the 5HTTLPR/life events story and updates on social models.

Capacity and overdose – when to treat?

Yet another JISC major opus – which began with 'Does anyone out there have experience of A&E/Medical assessment units changing practice following on from the Kerry Wooltorton case?'

A case of post-Wooltorton (2007) non-treatment was quoted. Southampton cited    http://www.rcpsych.ac.uk/members/rcpsychnews/january2010/applebyletter.a

 HYPERLINK "http://www.rcpsych.ac.uk/members/rcpsychnews/january2010/applebyletter.aspx"
spx)– from Appleby - implication being that regardless of capacity, the person could be treated under the Mental Health Act. Louis Appleby's letter stresses that the Code of Practice permits physical treatments that are part of, or ancillary to, the mental disorder. Hence the MCA becomes irrelevant in a case cited of the 18 year old who had been detained under the MHA following an OD.

Leeds' opinion was philosophical - 'I don't think that as mental health professionals it is acceptable for us to say - oh well, they'll just have to be left to die or get better'. Experience here is that there is (sometimes hidden) ambivalence often central to the apparent decision to refuse treatment and that this should be explored and the patient encouraged to elaborate by a senior experienced psychiatrist so that the patient's dilemma is really heard and understood. 

The suggestion was made that the Liaison Faculty could/should develop guidelines – not just MHA and MCA – but also the more subtle unpicking of these difficult and traumatic situations. Much interest expressed for this idea.

A Sydney liaison team argues on legal and ethical grounds, that, in Australia, Wooltorton would have been treated as:

1. Almost all of Australia's MHA's would have allowed her to be deemed mentally ill and treated coercively.

2. 'More satisfyingly' Ms W, was probably not competent at any point during her assessment, because she would not (or more likely could not) engage  in an exploration of her motivation for dying, and her letter (as impressive as it was) did not allow a Housian (that's Leeds, not California) analysis either. 

An earlier case is discussed involving Butler-Sloss (re T); the courts determined that in case of doubt, the doubt must be resolved in favour of the preservation of life. Usefully also, 'the media found several people who had been in a similar situation to Ms B, and said that they were grateful that they weren’t allowed to die because with time and after rehabilitation, they changed their minds'.

A useful article on common law is  to be found at: http://www.lawlink.nsw.gov.au/scjudgments/2009nswsc.nsf/2009nswsc.nsf/WebView2/48DD2B1DB7C8987DCA257608000A28DA?OpenDocument
We are reminded to think about asking Trust's solicitors and the Official Solicitor in complex cases.

Dear JISC readers, there was even more this month, but, as more can be less, I am going to put it into February.

Jackie Gordon, Liaison Psychiatry, Worthing.

