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FOR VINNIE AND ALEXANDER

PREFACE

The essential role of the psychiatrist as consultant and educator of primary care
physicians is increasing in importance as the American health care system faces
fundamental restructuring. In a recent workshop during the annual meeting of the
American Psychiatric Association, a number of prominent consultation-liaison psychiatrists
reviewed major developments in consultation-liaison psychiatry during the past decade and
looked toward the future. This book is based on these presentations, but it is not simply
a proceedings book. A number of additional experts have contributed important chapters,
and all the chapters based on the presentations are expanded and updated. Thus, this book
reviews the current state of consultation-liaison psychiatry and anticipates future
challenges. It also informs the reader about the state-of-the-art knowledge and skills in
consultation-liaison psychiatry as of 1994.
This book should be a valuable up-to-date overview/refresher for both consultationliaison psychiatrists and general psychiatrists who wish to update and formulate his/her
consultant role. It should be especially valuable for psychiatric residents for whom the role
as consultant to primary physicians assumes increasing importance, and for primary
physicians and medical students who are interested in learning about commonly
encountered complex biopsychosocial problems of their patients and integrating these
dimensions in patient care.
I am grateful to Mary Safford and Eileen Bermingham of Plenum for their help with
the preparation and production of this book. I am also thankful to Anita Shaw for her
secretarial help.

Hoyle Leigh, M.D.
Fresno, California
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CONSULTATION-LIAISON PSYCHIATRY ON THE THRESHOLD
OF A NEW CENTURY
Hoyle Leigh, M.D.
Professor and Vice Chainnan
Department of Psychiatry
University of California, San Francisco
Director of Psychiatry, Fresno Division
Chief of Psychiatry, Fresno VA Medical Center
2615 East Clinton Avenue
Fresno, CA 93703

INTRODUCTION
At a workshop of the annual meeting of the American Psychiatric Association in
1980, the author and a number of his colleagues explored the values and assumptions then
prevalent in consultation-liaison (CL) settings. The mood was generally upbeat, and most
participants had great hopes for the biopsychosocial model potentially becoming a shared
value among all physicians (Engel, 1977; Leigh, Feinstein & Reiser, 1980). The panelists
described various forms of integrative biopsychosocial approaches in teaching medical
students and other trainees. They also noted major changes impacting the CL psychiatrist
in the 1970's due to changes in health care reimbursement system, and in medical ethics
with the advent of newer medical technologies, such as hemodialysis, open heart surgery,
organ transplants, and life support systems.
CHANGES IN THE 1980'S
The 1980's saw an escalation in changes in general hospital psychiatry practice,
largely influenced by changing reimbursement patterns, advances in
psychopharmacotherapy, and the widespread use of computer programs. With the advent
of Diagnosis Related Grouping (DRG) and managed care, cost containment has become as
important a mission of health care systems as is the provision of optimal care. The heady
days of 1960's and 1970's when it seemed that an ideal health care system could be built
on the biopsychosocial model, leading to comprehensive and technologically advanced care
for all patients, are now but faint memories for many of us. There was enthusiasm for
primary care in the 1970's as there is now, but with much more idealism and with far less
concerns about cost containment.
Consultation-liaison programs were considered
notoriously cost ineffective then, following closely the heels of consultation-liaison
Consultation-Liaison Psychiatry: 1990 and Beyond
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psychiatry of the 1950's that emphasized proselytizing psychodynamic understanding of
patients to nonpsychiatric physicians, even though the biopsychosocial model was far easier
to understand, to operationalize, and was demonstrably more effective. Consultationliaison psychiatry survived the 1980's, miraculous as it may seem for some. The reason
it survived owes much to the contributors to this volume and those like them --- who have
explored new areas and innovative techniques of consultation-liaison psychiatry. They
range from developing adequate funding sources for CL psychiatry, dealing with difficult
and challenging ethical and legal decisions, developing innovative techniques of
psychotherapy, developing innovative curriculum in medical psychiatry, consultation-liaison
with pediatric populations, and developing computerized CL programs that facilitate
teaching, research, and remuneration for consultation work.
Strain, Gise, and Fulop discussed several alternative funding for CL in 1989, i.e.,
1. high risk screening, renal transplant, geriatric units (Medicare), 2. salary stipends from
collaborating disciplines, e.g., medicine, 3. consultation fees, 4. ambulatory CL clinics
(Medicaid), and 5. grants from collaborative research. Koran and the Stanford group
recently proposed the utilization of psychiatric comorbidity in enhancing revenues by
moving patients from lower-paying to higher-paying DRG's. They calculated that in 1989,
such strategy would have resulted in screening 142 Medicare patients (2.2 % of Medicare
admissions) and discovering 25 patients with comorbid psychiatric conditions, generating
$51,800 in incremental hospital revenue. They suggested negotiating with the hospital
administration for added funding of the CL service from this revenue. In this volume,
Strain et al. discuss in depth these and other issues related to the funding of consultationliaison psychiatry.
Ethical and legal issues have become increasingly important in consultation-liaison
psychiatry over the past two decades. Some of the traditional ethical issues with which
consultation-liaison psychiatrists used to deal have now become moot because of a change
in the way medicine is practiced - e.g., whether or not to tell a cancer patient that he has
cancer that used to agonize so many physicians (Leigh, 1973) - failure to disclose a
diagnosis to a patient would be unthinkable now! The advent of sophisticated life support
systems has made it possible to prolong the life of a seriously ill patient indefinitely,
regardless of the quality of life. Many patients, on the other hand, opt not to receive lifeprolonging measures, and, in fact, choose to die, bringing many health care professionals'
values into conflict. These value conflicts are found among and between patients,
physicians, nursing staff, and the society in general. Tong and Van Dyke provide in their
chapter a comprehensive discussion concerning such changes in ethical and legal climate
and attendant issues.
Few medical syndromes are as important, complex, and mysterious as the chronic
pain syndrome. Chronic pain is, perhaps, the paradigmatic biopsychosocial syndrome, the
evaluation and treatment of which requires a close collaboration of the primary physician
and the psychiatrist. Streltzer and Eliashof provide an insightful discussion of chronic pain
utilizing vivid case illustrations. Streltzer then discusses the intricate relationship between
chronic pain and narcotic addiction, and provides useful guidelines in treating addicted
patients with chronic pain.
Chemical dependence has reached epidemic proportions in the 1980s and 1990s, and
the addiction psychiatry has attained "added qualification" status by the American Board
of Psychiatry and Neurology. Griffith provides an extensive overview of the phenomena
of chemical dependences and their treatments, and the role of the consultation-liaison
psychiatrist in addiction psychiatry.
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Organic Mental Syndromes, dementia and delirium, continue to be the most
common syndromes for which psychiatric consultation is sought. With the increase in the
number of the elderly population, the recognition and treatment of patients with dementia
is becoming an ever important task for physicians. Robert Hanowell reviews important
recent developsments in understanding and treating the dementia syndrome. It is of note
that Hanowell is a senior resident at the University of California, San Francisco-Fresno
program, and has written this chapter as a resident project, which is a requirement of that
training program. Preparing trainees to a lifetime of self-learning through critical reviews
of literature and synthetic thinking is an important part of an innovative curriculum of
UCSF-Fresno Psychiatry Program. Ahles provides a detailed description of this residency
training program which emphasizes medical psychiatry as taught in a consultation-liaison
setting.
Consultation-liaison psychiatry has been lagging in the development of newer
techniques and skills in comparison to some other areas of psychiatry, such as
neuropsychiatry and psychopharmacology. Nevertheless, better conceptualization and
description of effective techniques used in consultation psychiatry, exemplified by the
chapter by Eisendrath in this volume, are receiving deserved attention. If few newer
techniques have arisen in CL psychiatry, the same cannot be said of "behavioral medicine" ,
unfortunately and unjustly often associated with the discipline of psychology. The
practitioners of behavioral medicine have brought forth into the field of medicine such
newer techniques as biofeedback, relaxation training, guided imagery, autogenic training,
etc. In many medical centers, there are two separate mental health systems, psychiatric
consultation-liaison service, and the "behavioral medicine practitioners", that operate in
parallel and, often, without much communication between them. The former is usually a
part of the psychiatry department, and the latter are often employees of the specific
nonpsychiatric departments or services, such as cardiology and pediatrics. These parallel
services often duplicate work, are confusing to the consultees.
The multiaxial approach of the American Psychiatric Association's Diagnostic and
Statistical Manual (DSM) III and III-R have helped reduce the psychiatric versus medical
dichotomy in understanding patients' behavioral and physiologic dimensions. Leigh
proposes that a new diagnostic category should be included in a future DSM that
recognizes the importance of physical conditions that affect psychiatric conditions through
mechanisms other than direct chemical effect to the brain as in organic mental syndromes.
On a more developmental vein, Fox reviews the field of pediatric consultationliaison and the challenges for the future. Streltzer provides an insightful account of the
development of a consultation-liaison service in Hawaii, against the backdrop of national
trends.
Teaching is an integral and pre-eminent part of consultation-liaison psychiatry. In
many institutions, the CL service is the only educational site that actually integrates the
biopsychosocial dimensions of the patient in daily practice. It is no wonder, then, that
many CL psychiatrists participate actively in the education of both medical students and
psychiatric and nonpsychiatric residents. Two of the contributors to this volume, Leigh
and Streltzer, are also residency training directors of their respective institutions, and all
the contributors are active in medical student teaching.
During the past decade, computers have become an indispensable tool for most
physicians. CL services are probably in the forefront of psychiatry in utilizing computers
for various functions. An overview of computers in psychiatry is provided by Powsner,
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followed by two chapters by Leigh, and by Hammer and Strain, respectively, describing
their specific computerized databases.
How have the consultation-liaison psychiatrists fared during the past decade? Of
the original five panelists in the 1980 workshop, two have left academia but are still
practicing CL psychiatry as a part of their private practice, two out of the three who still
remain in academia have now taken up administrative positions while continuing teaching
in CL services, and one is still actively heading up a CL service. One sees a similar trend
throughout consultation-liaison psychiatry --- there is considerable mobility, but, on the
whole, CL psychiatrists tend to continue to teach and practice CL psychiatry in their new
settings.

Challenges for the 1990's and Beyond: Consultation-Liaison Psychiatry in the 21st
Century
The challenges for consultation-liaison psychiatry for the nineties and beyond lie in
the successful resolution of the following seeming paradoxes: the need for comprehensive
care vs. cost containment; the need for intense education of all psychiatrists in CL vs. the
thrust for sub speciality status for CL; the assimilation of advances in
neuropharmacopsychiatry vs. the maintenance of the biopsychosocial model; the need for
integration with behavioral medicine vs. the need to maintain physician identity for CL.
The educational role of the CL psychiatrist seems to be firmly established, and
through him/her, physicians of the future will be at least exposed to the notion of
comprehensive, biopsychosocial care. I have heretofore opposed subspecialty status for
CL psychiatry, mainly because I felt that CL training should be a requirement of any
general psychiatrist. It seems clear, however, that, for a number of political and
administrative reasons, the thrust for its subspecialty status is gaining momentum. The
challenge, then, would be the differentiation between what part of CL psychiatry is
essential for general psychiatrists, and what specialized knowledge and techniques within
CL psychiatry should be considered to be unique to the members of the subspecialty.
Modern consultation-liaison psychiatrists are, perhaps, at the vanguard of those who
advocate re-medicalization and maintenance of the physician role for psychiatrists. What
is, then, the relationship between CL psychiatrists and the non-medical practitioners of
"behavioral medicine" who are often consulted on the same patient as the CL psychiatrist?
I believe that all the mental health workers who work with patients with medical/surgical
diseases must accept the challenge of working together, synergistically, rather than working
in parallel, causing unnecessary duplication and waste. One model of such working
together would be to work toward an integrated mental health team, consisting of the
psychiatrist, psychologist, social worker, nurse practitioner, etc. I had developed one such
prototype at Yale New Haven Hospital (Leigh, 1987), in which the CL psychiatrist
functions as the diagnostician and co-ordinator of the team. Once a three dimensional
diagnosis has been made at a team conference with input from all the disciplines involved,
a three dimensional treatment plan is devised, and the plans are implemented either in
tandem or in sequence. For example, a course of relaxation training followed by
explorative psychotherapy, while the patient receives an antidepressant medication. At the
conclusion of the relaxation training, the patient and spouse would be evaluated for possible
couples therapy.
With the increasing importance managed care systems will play nationally, an
important task for the CL psychiatrist is to define its role within the managed care system.
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All too often, the psychiatrist in managed care systems tends to be simply a dispenser of
drugs to patients who are not even seen by the psychiatrist. I believe that CL psychiatrists
can and should playa major role in managed care systems as the physician co-ordinator,
diagnostician, and evaluator of treatment modalities of the mental health workers.
Together with the new health care proposals, consultation-liaison psychiatry faces
an exciting but uncertain future. Much will depend on the evolution of the national health
care system, which, in tum, depends on what we health care givers, and the people, choose
it to be. Idealism is still the mainstay of CL psychiatry --- for comprehensive, integrative,
non-reductionistic, biopsychosocial care of all patients. Future will tell whether this
idealism will help rekindle the excitement of treating the whole person.
REFERENCES

Engel GL: The need for a new medical model: A challenge to biomedicine.
Science, 1977, 196:129-136
Koran 1M: Funding consultation-liaison psychiatry via Medicare screening.
Gen Hosp Psychiatry, 1992, 14:7-14
Leigh H, Feinstein AR, Reiser MF: The patient evaluation grid: A systematic approach to
comprehensive care.
Gen Hosp Psychiatry, 1980, 2:3-9
Leigh H, Reiser MF: The Patient: Biological, Psychological, and Social Dimensions of
Medical Practice, 3rd Edition, 1992, Plenum Publishing Co, New York
Leigh H: Multidisciplinary teams in consultation-liaison psychiatry: the Yale modeL
Psychotherapy and Psychosomatics 48:83-89, 1987
Leigh H: Psychiatric Liaison on a Neoplastic In-Patient Service.
International Journal of Psychiatry in Medicine.
4: 147-154, 1973.
Loebel JP, Borson S, Hyde T et al.: Relationship between requests for psychiatric
consultation and psychiatric diagnoses in long-term care facilities
Am J Psychiatry 1991; 148:898-903
Saravay SM, Steinberg MD, Weinschel Bet al.: Psychological comorbidity and length of
stay in the general hospital
Am J Psychiatry 1991; 148:324-329
Strain n, Fulop G, Hammer IS: A new tool for consultation-liaison funding: Modified
DRG's to reflect psychiatric comorbidity
Gen Hosp Psychiatry, 1992, 14: 119-23
Strain

n, Gize LH, Fulop G: Consultation-liaison psychiatry. Possibilities for the 1990's.
Gen Hosp Psychiatry, 1989, 11:235-40

Weiner MF, Sadler J, Fenton BI, Fitzpatrick MC, Crowder JD, Goodkin K: A very
modest proposal for 1990's CIL psychiatry
Gen Hosp Psychiatry, 1989, 11:231-4
5

LEGAL AND ETHICAL CHANGES
IN CONSULTATION PSYCHIATRY

Lowell Tong, M.D. and Craig Van Dyke, M.D.
Psychiatry Service
San Francisco Veterans Affairs Medical Center and
Department of Psychiatry
University of California, San Francisco
4150 Clement Street
San Francisco, CA 94121

INTRODUCTION

To illustrate how legal and ethical issues have changed over the past
decade for the psychiatric consultant, we thought it would be instructive to
compare how consultations on equivalent patients were handled in 1980 and
1990.
Consultation Request: The patient is a 42 year old single, white male
who was admitted for multiple medical problems. He wants to go on pass
and is refusing bronchoscopy.
Psychiatric Evaluation:
Patient is a 42 year old single, white male who is admitted for
evaluation of lymphadenopathy and a three month history of weight loss,
lethargy, fever, chills, headache, cough and dyspnea. No prior medical
illnesses.
The patient smokes two packs of cigarettes per day and consumes 12
beers per day when he binges. The patient states his last drink was two weeks
prior to admission. He has no other history of psychiatric illness. The patient
may be a homosexual.
The patient states that he is not eager to have bronchoscopy but would be
willing to have the procedure after he is granted a weekend pass. His plans for
this weekend are quite vague. He claims to have family and friends but will not
give their names or telephone numbers.

Consultalion-Liaison Psychialry: 1990 and Beyond
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On mental status examination the patient is oriented times three,
makes three mistakes on serial 7's and can remember Presidents Carter and
Ford but is unable to recall Nixon. He appears depressed and states he feels so
miserable at times that he wishes he were dead. He denies any suicidal
ideation but says he might kill himself if he gets much sicker. Denies
auditory or visual hallucinations. No evidence of tremulousness.
Impression:
(1)
Alcoholism
(2)
Personality disorder with mild depressive features
(3)
No evidence of delirium tremens or other organic brain
syndrome.
Plan:
(1)
Multivitamins with thiamine
(2)
Would not grant patient pass and would urge him to
undergo bronchoscopy. Risk is that he will drink on pass.
(3)
If patient insists on leaving, would recommend that he sign out
against medical advice.
\fo other considerations occurred to consultant.
Consultation Request: The patient is a 42 year old white, gay male with
lcquired immunodeficiency syndrome (AIDS), who is admitted for
meumocystis pneumonia. Patient wants to go on pass and refuses antibiotic
herapy.
Psychiatric Evaluation:
Patient is a 42 year old white, gay male with a three month history of
-veight loss, lethargy, fever, chills, headache, cough and dyspnea. No medical
llnesses prior to AIDS diagnosis two years ago.
The patient smokes two packs per day and drinks excessively under
;tress. He has attended Alcoholics Anonymous meetings sporadically in the
Jast. He states his last drink was two weeks prior to admission. He does not
.lse intravenous (IV) drugs and has no other history of psychiatric illness.
The patient states that he is not willing to take antibiotic therapy but
would be willing to do so if granted a weekend pass. He accepts IV hydration
but declines IV and oral antibiotics for unclear reasons. The patient does
understand that he is suffering from AIDS but does not appear to fully
appreciate that he has pneumocystis pneumonia, and that the severity of his
condition requires immediate antibiotic treatment. His plans for this
weekend are quite vague. He claims to have a lover, family and friends but
cannot give their full names and telephone numbers.
The Neurocognitive Screening Exam (Kiernan et al., 1987) was
administered and showed the patient to be alert and fully oriented, to have
intact repetition, naming, and calculation abilities, but mild impairments in
attention span and comprehension, and moderate impairments in
constructions, memory and judgment.
The patient appears depressed and states that he feels quite miserable.
He states that if he gets to the point of not being able to care for himself that
he will commit suicide. At present he does not feel close to this point and
denies current suicidality. He has contacted the Hemlock Society and states
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that his lover is fully supportive of his intentions. He denies auditory or
visual hallucinations. No evidence of tremulousness.
The medical record contains a valid completed durable power of
attorney for health care; the patient has named his lover as his proxy.
Impression:
(1)
AIDS with pneumocystis pneumonia
(2)
Cognitive deficits secondary to medical condition:
(a)
AIDS dementia
(b)
Central Nervous System (CNS) infection
(c)
CNS neoplasm
(d)
Alcohol abuse
(e)
Delirium tremens - doubtful
(3)
Depression but difficult to evaluate in context of
cognitive deficits.
(4)
Patient is not able to understand the full nature of his
medical condition or need for IV antibiotic treatment. Any
procedures requiring informed consent should be
discussed with his lover.
Plan:
(1)
Patient should not be granted a pass. If he attempts to
leave, his lover should be contacted.
(2)
Primary physician should contact his lover to discuss patient's
current medical condition and plans for treatment and
clarification of durable power of attorney and patient's
wishes about medical care. The lover may be able to convey
to the patient the importance of IV antibiotics better than we can.
(3)
CNS Evaluation
(a)
X-ray computed tomography or magnetic resonance
imaging of head
(b)
Lumbar puncture
(c)
Neurology consultation
(4)
Thiamine and multivitamins
Other considerations that occurred to the psychiatric consultant but
were not addressed in the initial consultation note because of insufficient
information were:
(1)
Should this patient be committed for grave disability or
suicidal ideation?
(2)
Should the patient be observed frequently for risk of elopement
or wandering off?
(3)
Is the patient's suicidal ideation based on a depressive illness,
irrational fears, or on a more rational "quality of life" basis?
(4)
What is the patient's relationship with his lover and family of
origin? Does the patient's family know about his human
immunodeficiency virus (HIV) status, and how should we
handle this issue given issues of confidentiality about AIDS and
alcohol abuse?
(5)
How closely should the patient's advance directive be followed?
(6)
Does the patient's impaired mental state meet criteria for
mandatory reporting to the Department of Motor Vehicles?
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As can be seen from this example the same basic case results in a very
different process in 1990 than it did in 1980. The medical and psychiatric
diagnoses are quite different as are the suggestions for diagnostic workup and
treatment. In addition, legal and ethical aspects of the case are much more
prominent with the emphasis on respecting the patient's prior directives
about his wishes for treatment under these circumstances. The patient's
sexual orientation is an important part of the psychosocial picture, and his
lover has a critical role in clinical and legal matters. A valid durable power of
attorney for health care must be respected. The patient's confidentiality and
autonomy as well as the profession's obligations to commit or report are
weighed. Suicidality is assessed in a context broadened by contemporary
health problems such as AIDS.
Moreover, this case illustrates that psychiatry has become
"remedicalized" over the last decade, and that psychiatric consultation on
medical/surgical patients is a prime example of this. As the clinical scope of
the contemporary psychiatric consultant has expanded over the last decade, so
has the expectation of expertise in legal and ethical areas grown. This has to
do partly with the larger clinical scope, but also derives from changes in legal
guidelines and changes in cultural attitudes about the roles and rights of
patients.
Psychiatric consultants playa unique role in modern medical practice.
The consultant needs to be well-informed about current medical and surgical
practice, and like the primary caregiver, must be well versed in the wide array
of ethical issues involved in caring for patients. It is the psychiatric
consultant, however, who has the special expertise in assessing psychiatric
issues such as cognition, depression, and suicidality in the medical patient.
In this chapter, changes in the legal and ethical issues facing the
contemporary psychiatry consultant are addressed. By and large, California
laws, court rulings and community standards shall be used as the basis for
discussion of such changes. The principles discussed, however, are useful for
consultation practice across the United States.
This chapter is not intended for use as legal advice, but rather to
stimulate thinking about legal and ethical changes. Readers should be
familiar with their own relevant local and state laws and should consult their
own ethics committee and/or local legal counsel for advice on any specific
case.
PATIENTS RIGHTS VERSUS STATE INTEREST

Over the last decade, the patient's right of self-determination has
become an important principle in redefining relationships amongst patient,
physician and other parts of the health care system. Examples of this are the
rise of patient confidentiality laws, informed consent laws for medical
treatment, advance directives for health care, the growing public and legal
debate on rational suicide and physician-assisted death for the terminally ill
and the ongoing national debate on abortion.
During this period, there has also been a rise in the state interest of
protecting society against danger posed by certain patient conditions.
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Examples of this are new or redefined laws mandating physicians or medical
facilities to report to the state those patients who have disorders of impaired
consciousness, who are abusive or a danger to others or who have certain
communicable diseases.
MEDICAL /PSYCHIATRIC LAWS

California has three sets of laws related to issues of involuntary
detention, competency, and surrogate consent for mentally impaired patients
that the psychiatric consultant is likely to encounter. The first set is the
Lanterman-Petris-Short Act of the California Health and Institutions Code
which deals with psychiatric commitments. This Act defines criteria for the
involuntary detention for psychiatric observation and treatment of patients
who, 1) because of a mental disorder, 2) are gravely disabled or a danger to self
or others, and 3) are unwilling and unable to consent to voluntary psychiatric
treatment.
The second set of laws, in the California Civil Code, allows a competent
individual to design a durable power of attorney for health care matters, and
to assign this specified power to any second person whom the competent
individual chooses. When the original individual becomes incompetent, the
designated second person becomes the surrogate consentor for medical
treatment as outlined by the first individual. The court is not involved in
constructing durable powers of attorney, although witnesses are required.
Often a durable power of attorney includes the patient's specific wishes or
guiding principles regarding future health care such as life support and
donating organs. This is sometimes called a "living will."
The third set of laws, in the California Probate Code, defines legal
parameters for incompetent individuals who are not capable of making
informed decisions about their medical care and who had not previously
established a durable power of attorney. When a physician's assessment is
that a patient is probably incompetent, the case can be referred to the courts.
These probate laws allow the judicial system (State Superior Court) to
evaluate and pronounce a patient incompetent, and then to consent to or
refuse medical treatments on behalf of that incompetent patient. The courts
may also give another individual the powers of surrogate consent for the
incompetent patient's ongoing medical affairs.
There is a fourth and new legal area (not currently covered by
California state laws) which is receiving national attention (Menikoff et al.,
1992). This is the concept of statutory surrogate laws, in which there is a
default list of surrogate consentors (e.g., guardian, family, friends) who are
given the power of surrogate consent when a patient is found by a physician
to be incapable of making rational medical decisions. The recently passed
Illinois version applies to those patients who lack decision making capacity
and who previously have not executed an advance directive for health care.
Additionally, the patient must have a terminal condition, permanent
unconsciousness or an incurable or irreversible condition. This type of law
differs from California Probate laws in that the judicial system is not
involved, instead it relies on the physician's clinical assessment of the
patient's mental capacity.
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In three of the four legal areas outlined above, physicians are required
to make a clinical assessment of a patient's ability or inability to make
decisions. In many cases this means that a psychiatric consultant will be
asked to render a second clinical opinion on whether a patient is capable of
consenting to voluntary treatment. It is entirely appropriate for the
psychiatric consultant to render this opinion and to document the clinical
assessment as an ability to give informed consent.
The psychiatric consultant should avoid rendering a judgment on
competency per se, since it is the duty of the judicial system to make this legal
determination. The way we handle this is in careful documentation. For
instance we would use a phrase like, "This patient lacks the capacity to make
reasoned decisions about the medical and surgical care of her gangrenous
foot, because she cannot comprehend basic medical information given
repeatedly." We would not use a phrase like, "This patient is incompetent to
make medical decisions."
Laws such as those described above make an artificial distinction
between mental/psychiatric disorders and medical ones. This causes
problems for the psychiatric consultant who is often faced with a clinical
dilemma in which the patient has psychiatric symptoms as part of a serious
medical condition. For example, these laws may be quite helpful and clear for
the psychiatry emergency room staff evaluating an acutely disorganized,
wandering schizophrenic, or for a surgical team handling a comatose patient
who needs an amputation. However, as will be described in the next section,
these laws are less helpful to the medical team and psychiatric consultant in
dealing with the previously described demented AIDS patient who has now
developed septicemia, hallucinations and delusions and who wants to leave
the hospital to escape imagined demons.

INVOLUNTARY PSYCHIATRIC COMMITMENT ON A MEDICAL WARD

Involuntary psychiatric holds are sometimes used on medical wards,
when several conditions are met. These are: 1) The patient must have a
mental disorder, 2) the patient must be incapable or unwilling to accept
voluntary psychiatric assessment and treatment, 3) the patient must be a
danger to self or others or gravely disabled (Le., unable to provide for food,
clothing or shelter), 4) the patient's medical condition warrants admission to
or staying on a medical ward instead of a psychiatry ward, and 5) there is an
overriding practical, ethical or legal need to instigate a psychiatric hold.
This last condition is most important; just because a psychiatric hold is
possible does not mean that it should necessarily be used. Negotiating with
the patient, compromising, diffusing a situation or helping the primary
medical team consider a less optimal but still medically acceptable alternative
should always be tried first. The involuntary psychiatric hold should be used
as a last resort. This is the core of being an effective psychiatric consultant:
knowing the law, knowing the patient, knowing the primary physicians and
then negotiating a plan which still conforms to acceptable medical and ethical
standards of care, yet respects the patient's self-determination and preserves
the patient's best interest.
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When a psychiatric hold must be used on a medical ward, it is
important to remind all clinicians that the hold allows for psychiatric
observation and treatment of the patient, but it does not obviate the need for
standard informed consent for any non-psychiatric treatment.
In a California court ruling (Riese v. St. Mary's Hospital, 1987), it was
found that psychiatric commitment laws do not eliminate the need for
informed consent for psychotropic medications even for patients on an
involuntary psychiatric hold. In other words, certain patients may be
sufficiently disturbed to warrant an involuntary psychiatric hold, yet remain
competent to refuse psychotropic medications. On a practical basis, it is
common in California for both a probable cause hearing for the commitment
and a Riese competency hearing to be convened simultaneously, so that the
legal system can determine the patient's status for remaining on a hold and
the patient's ability to accept or refuse psychotropic medications.
The psychiatric consultant is likely to be involved in probable cause
hearings on a medical or surgical ward. Members of the psychiatric division
of the judicial system (Le., judge, as well as public defender or patient's
advocate) are usually less knowledgeable and therefore more uncomfortable
about making decisions on a medical/surgical patient. Therefore, to ensure
fair judicial treatment of the patient, it is important for the psychiatric
consultant to be objective and informative about both psychiatric and nonpsychiatric conditions of the patient. Having the primary care physician
available to explain the patient's medical condition and risks of discharge can
be helpful.
Several times in recent years we have had to take the inconsistent
positions of making both a strong case for commitment and then presenting
the case for letting the patient go. These situations were the result of an
uncertain judge and an anxious patient advocate not wanting to consider
releasing patients who looked medically precarious because of multiple
intravenous lines and medical monitoring devices.
Because the boundaries of "psychiatric" versus "medical" are artificial
but still are part of laws, they are subject to varying interpretations. If the
originally described demented AIDS patient, now septic, is insistent on
actually leaving the hospital because of paranoid delusions and
hallucinations, it would be reasonable to consider instituting an involuntary
psychiatric hold to keep the patient on the medical ward while his lover is
contacted. The psychiatric diagnosis would be delirium secondary to
septicemia. The hold would allow only for involuntary psychiatric
assessment and treatment and would not allow for involuntary nonpsychiatric "medical" treatment.
Diagnostic lumbar punctures, blood cultures and empirical antibiotic
therapy are standard "medical" interventions. They could also be thought of
as "psychiatric" interventions, since they would be part of the evaluation and
treatment of the delirium. If the now restrained, delirious AIDS patient
specifically refused to have any needles or antibiotics, compromise would be
the first order of business. Perhaps the patient's fears could be understood
and pacified. Perhaps the patient would accept intramuscular or oral
antibiotics. Perhaps one person could be found whom the patient trusted to
start the IV line. Perhaps the patient would allow treatment after a cigarette.
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If no compromise were possible, there are two directions which the
clinician could take. The first would be to consider these procedures
"psychiatric" and to institute an involuntary psychiatric hold. The second
would be to consider the procedures non-psychiatric, and to determine
whether the patient was capable of making reasoned and informed decisions
about them. If truly capable, the patient's wishes would, of course, be
respected. If the patient were not capable, then the clinician would refer to
the patient's advance directive for guidance or obtain surrogate consent. In
any event, the level of patient cooperation required for the treatment to be
technically possible and safe would need to be considered. Both directions
have their own unique merits, and it is up to the psychiatric consultant to
decide which one is more appropriate under the specific circumstances.
Seeking legal counsel should also be considered strongly whenever the
psychiatric consultant is in such a professional dilemma.
The decision about which direction to take highlights the professional
role of the psychiatric consultant. Waffling or referring everything to the
'courts is neither practical nor helpful. Legal advice can be helpful but does
not substitute for professional clinical judgment.
Being a useful
contemporary consultant requires knowledge of community and local
medical facility standards, an understanding of the scope, intent and
limitations of relevant local laws, and professional judgment to make a
decision about "medical" versus "psychiatric" boundaries.
RESTRAINING PATIENTS FOR MEDICAL REASONS

Not every patient who is restrained on a medical ward needs to be on
an involuntary psychiatry hold. For instance, a confused and obtunded
patient in the intensive care unit may be restrained either to prevent falling
out of bed or pulling out IV catheters and nasogastric tubes. This patient may
be delirious, but a psychiatric consult would not necessarily be called, since it
may be standard practice on that unit to use soft wrist restraints at the
discretion of the nursing staff and the primary medical team. Another
example would be a severely demented patient with Alzheimer's disease
admitted for an ophthalmologic procedure. This patient may be at great risk
for wandering or falling and may be placed in a room with restricted exit or
seated in a chair with a front table attached firmly in place. In both cases, the
patients are being restrained without any specific legal hold. An important
factor in these cases, however, is that the patient is neither expressing a desire
to leave, nor making any attempt to do so. There is neither consent nor
refusal. Family members should be kept appraised of the situation, but no
specific consent is needed.
It would be a different matter if such patients were actively refusing
their treatment or making attempts to leave the hospital. The first step
would be to understand why the patient wants to leave and try to reach a
compromise. A change in roommates, dietary alternatives, supervised
cigarette smoking, fresh air strolls, comfortable clothing, a favorite nurse or
doctor, mementos from home, and telephone access are just part of the list to
consider in such negotiations.
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