



[image: image]







Massachusetts General Hospital Handbook of General Hospital Psychiatry


Sixth Edition





Theodore A. Stern, M.D.


Endowed Professor of Psychiatry in the Field of Psychosomatic Medicine/Consultation, Harvard Medical School


Professor of Psychiatry, Harvard Medical School


Psychiatrist and Chief, Psychiatric Consultation Service, Massachusetts General Hospital, Boston, Massachusetts





Gregory L. Fricchione, M.D.


Professor of Psychiatry, Harvard Medical School


Associate Chief of Psychiatry and Director, Division of Psychiatry and Medicine, Massachusetts General Hospital, Boston, Massachusetts





Ned H. Cassem, M.A., Ph.L., M.D., S.J., B.D.


Professor of Psychiatry, Harvard Medical School


Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts





Michael S. Jellinek, M.D.


Professor of Psychiatry, Harvard Medical School


President, Newton Wellesley Hospital, Newton Lower Falls, Massachusetts


Chief, Child Psychiatry, Massachusetts General Hospital, Boston, Massachusetts





Jerrold F. Rosenbaum, M.D.


Stanley Cobb Professor of Psychiatry, Harvard Medical School


Psychiatrist-in-Chief, Massachusetts General Hospital, Boston, Massachusetts













Saunders










Front matter


Massachusetts General Hospital Handbook of General Hospital Psychiatry


SIXTH EDITION






Massachusetts General Hospital Handbook of General Hospital Psychiatry


SIXTH EDITION


Theodore A. Stern, M.D. Endowed Professor of Psychiatry in the Field of Psychosomatic Medicine/Consultation, Harvard Medical School; Professor of Psychiatry, Harvard Medical School; Psychiatrist and Chief, Psychiatric Consultation Service, Massachusetts General Hospital, Boston, Massachusetts


Gregory L. Fricchione, M.D. Professor of Psychiatry, Harvard Medical School; Associate Chief of Psychiatry and Director, Division of Psychiatry and Medicine, Massachusetts General Hospital, Boston, Massachusetts


Ned H. Cassem, M.A., Ph.L., M.D., S.J., B.D. Professor of Psychiatry, Harvard Medical School; Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts


Michael S. Jellinek, M.D. Professor of Psychiatry, Harvard Medical School; President, Newton Wellesley Hospital, Newton Lower Falls, Massachusetts; Chief, Child Psychiatry, Massachusetts General Hospital, Boston, Massachusetts


Jerrold F. Rosenbaum, M.D. Stanley Cobb Professor of Psychiatry, Harvard Medical School; Psychiatrist-in-Chief, Massachusetts General Hospital, Boston, Massachusetts


[image: image]













Copyright


[image: image]


Massachusetts General Hospital Handbook of General Hospital Psychiatry


978-1-4377-1927-7


Copyright © 2010 by Saunders, an imprint of Elsevier Inc.


Copyright © 2004, 1997, 1991, 1987, 1978 by Mosby, Inc., an affiliate of Elsevier Inc.


No part of this publication may be reproduced or transmitted in any form or by any means, electronic or mechanical, including photocopying, recording, or any information storage and retrieval system, without permission in writing from the publisher. Details on how to seek permission, further information about the Publisher’s permissions policies, and our arrangements with organizations such as the Copyright Clearance Center and the Copyright Licensing Agency, can be found at our website: www.elsevier.com/permissions.


This book and the individual contributions contained in it are protected under copyright by the Publisher.





Notices


Knowledge and best practice in this field are constantly changing. As new research and experience broaden our understanding, changes in research methods, professional practices, or medical treatment may become necessary.


Practitioners and researchers must always rely on their own experience and knowledge in evaluating and using any information, methods, compounds, or experiments described herein. In using such information or methods they should be mindful of their own safety and the safety of others, including parties for whom they have a professional responsibility.


With respect to any drug or pharmaceutical products identified, readers are advised to check the most current information provided (i) on procedures featured or (ii) by the manufacturer of each product to be administered, to verify the recommended dose or formula, the method and duration of administration, and contraindications. It is the responsibility of practitioners, relying on their own experience and knowledge of their patients, to make diagnoses, to determine dosages and the best treatment for each individual patient, and to take all appropriate safety precautions.


To the fullest extent of the law, neither the Publisher nor the authors, contributors, or editors, assumes any liability for any injury and/or damage to persons or property as a matter of products liability, negligence or otherwise, or from any use or operation of any methods, products, instructions, or ideas contained in the material herein.





Library of Congress Cataloging-in-Publication Data


Massachusetts General Hospital handbook of general hospital psychiatry /


Theodore A. Stern… [et al.]. – 6th ed.


p. ; cm.


Other title: Handbook of general hospital psychiatry


Includes bibliographical references and index.


ISBN 978-1-4377-1927-7 (pbk. : alk. paper)


1. Psychiatric consultation. 2. Patients–Mental health. 3. Sick–Psychology. I. Stern, Theodore A. II. Massachusetts General Hospital. III. Title: Handbook of general hospital psychiatry.


[DNLM: 1. Mental Disorders. 2. Hospitalization. 3. Patients–psychology. 4. Psychology, Medical. 5. Referral and Consultation. WM 140 M414 2010]


RC455.2.C65M365 2010


616.89–dc22


2010013545


Acquisitions Editor: Adrianne Brigido


Publishing Services Manager: Anne Altepeter


Senior Project Manager: Cheryl A. Abbott


Design Direction: Louis Forgione


Printed in the United States of America


Last digit is the print number: 9 8 7 6 5 4 3 2 1 [image: image]










Dedication


To our patients, our students, our colleagues, and our mentors…










Contributing Authors




Annah N. Abrams, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Associate Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Menekse Alpay, M.D., Instructor in Psychiatry, Harvard Medical School, Clinical Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Jonathan E. Alpert, M.D., Ph.D., Joyce R. Tedlow Associate Professor of Psychiatry, Harvard Medical School, Associate Chief of Psychiatry for Clinical Services, Associate Director, Depression Clinical and Research Program, Massachusetts General Hospital, Boston, Massachusetts






B.J. Beck, M.S.N., M.D., Assistant Clinical Professor, Harvard Medical School, Psychiatrist, Robert B. Andrews Unit, Massachusetts General Hospital, Boston, Massachusetts, Vice President for Medical Affairs, Beacon Health Strategies, Woburn, Massachusetts






Anne E. Becker, M.D., Ph.D., Sc.M., Associate Professor of Social Medicine, Department of Global Health and Social Medicine, Associate Professor of Psychiatry, Harvard Medical School, Vice Chair, Department of Global Health and Social Medicine, Harvard Medical School, Director, Eating Disorders Clinical and Research Program, Massachusetts General Hospital, Boston, Massachusetts






Eugene V. Beresin, M.A., M.D., Professor of Psychiatry, Harvard Medical School, Director of Child and Adolescent Psychiatry Residency Training, Massachusetts General Hospital/McLean Hospital, Co-Director, Massachusetts General Hospital Center for Mental Health and Media, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Mark A. Blais, Psy.D., Associate Professor of Psychology in Psychiatry, Harvard Medical School, Associate Chief of Psychology, Massachusetts General Hospital, Boston, Massachusetts






Ilana M. Braun, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Director of Cancer-Related Fatigue Clinic, Massachusetts General Hospital, Boston Massachusetts






Rebecca W. Brendel, M.D., J.D., Assistant Professor of Psychiatry, Harvard Medical School, Assistant Director for Forensic Psychiatry Fellowship Program, Massachusetts General Hospital, Boston, Massachusetts






Megan Moore Brennan, M.D., Instructor in Psychiatry, Harvard Medical School, Clinical Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






George Bush, M.D., M.M.Sc., Associate Professor of Psychiatry, Harvard Medical School, Director of Neuroimaging Research, Benson-Henry Institute for Mind-Body Medicine at Massachusetts General Hospital, Assistant Director of Psychiatric Neuroimaging Research, Massachusetts General Hospital, Boston, Massachusetts






Jason P. Caplan, M.D., Chief of Psychiatry, St. Joseph’s Hospital and Medical Center, Phoenix, Arizona, Vice-Chair of Psychiatry, Creighton University School of Medicine, Omaha, Nebraska






Paolo Cassano, M.D., Ph.D., Instructor in Psychiatry, Harvard Medical School, Clinical Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Ned H. Cassem, M.A., Ph.L., M.D., S.J., B.D., Professor of Psychiatry, Harvard Medical School, Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






T. Atilla Ceranoglu, M.D., Instructor in Psychiatry, Harvard Medical School, Clinical Assistant in Psychiatry, Massachusetts General Hospital, Child and Adolescent Psychiatry, Massachusetts General Hospital, Shriners Hospitals for Children, Boston, Massachusetts






Lee S. Cohen, M.D., Associate Professor of Psychiatry, Harvard Medical School, Director, Perinatal and Reproductive Psychiatry Clinical Research Program, Massachusetts General Hospital, Boston, Massachusetts






M. Cornelia Cremens, M.D., M.P.H., Assistant Professor of Psychiatry, Harvard Medical School, Geriatric Psychiatrist, Massachusetts General Hospital Senior Health Practice, Geriatric Psychopharmacology, Massachusetts General Hospital, Boston, Massachusetts






Cristina Cusin, M.D., Clinical Fellow in Psychiatry, Harvard Medical School, Resident in Psychiatry, Massachusetts General Hospital/McLean Hospital, Boston, Massachusetts






Abigail L. Donovan, M.D., Instructor in Psychiatry, Harvard Medical School, Assistant Psychiatrist and Associate Director, Acute Psychiatry Service, Massachusetts General Hospital, Boston, Massachusetts






Daniel H. Ebert, M.D., Ph.D., Instructor in Neurobiology, Harvard Medical School, Clinical Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Lucy A. Epstein, M.D., Assistant Professor of Clinical Psychiatry, Columbia University, New York, New York






William E. Falk, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Director, Outpatient Geriatric Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Maurizio Fava, M.D., Professor of Psychiatry, Harvard Medical School, Executive Vice-Chair Department of Psychiatry and Director of the Depression Clinical and Research Program, Massachusetts General Hospital, Boston, Massachusetts






Carlos Fernandez-Robles, M.D., Instructor in Psychiatry, Harvard Medical School, Attending Psychiatrist, Psychiatry Oncology Service, Psychiatry Consult Service, and Somatic Therapies Service, Massachusetts General Hospital, Boston, Massachusetts






Christine T. Finn, M.D., Assistant Professor of Psychiatry, Dartmouth Medical School, Director of Emergency Services, Dartmouth Medical School, Assistant Clinical Geneticist, Harvard-Partners Center for Genetics and Genomics, Massachusetts General Hospital, Boston, Massachusetts






Marlene P. Freeman, M.D., Lecturer in Psychiatry, Harvard Medical School, Psychiatrist, Perinatal and Reproductive Psychiatry, Clinical Research Program, Massachusetts General Hospital, Boston, Massachusetts






Oliver Freudenreich, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Director, First Episode and Early Psychosis Program, Massachusetts General Hospital, Boston, Massachusetts






Gregory L. Fricchione, M.D., Professor of Psychiatry, Harvard Medical School, Associate Chief of Psychiatry and Director, Division of Psychiatry and Medicine, Massachusetts General Hospital, Boston, Massachusetts






David R. Gastfriend, M.D., Associate Professor of Psychiatry, Harvard Medical School, Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Donald C. Goff, M.D., Professor of Psychiatry, Harvard Medical School, Director, Schizophrenia Program, Massachusetts General Hospital, Boston, Massachusetts






Christopher Gordon, M.D., Assistant Clinical Professor of Psychiatry, Harvard Medical School, Assistant Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts, Medical Director and Vice President, Clinical Services, Advocates, Inc., Framingham, Massachusetts






Donna B. Greenberg, M.D., Associate Professor of Psychiatry, Harvard Medical School, Program Director, Psychiatric Oncology, Director, Medical Student Education, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Anne F. Gross, M.D., Clinical Fellow, Department of Psychiatry, Harvard Medical School, Resident, Department of Psychiatry, Massachusetts General Hospital/McLean Hospital, Boston, Massachusetts






James E. Groves, M.D., Associate Clinical Professor of Psychiatry, Harvard Medical School, Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Thomas P. Hackett, M.D. †, Former Eben S. Draper Professor of Psychiatry, Harvard Medical School, Chief of Psychiatry, Massachusetts General Hospital (1976–1988), Boston, Massachusetts







Stephan Heckers, M.D., James G. Blakemore Professor in Psychiatry, Chairman, Department of Psychiatry, Vanderbilt University, Psychiatrist-in-Chief, Vanderbilt Psychiatric Hospital, Nashville, Tennessee






David C. Henderson, M.D., Associate Professor of Psychiatry, Harvard Medical School, Director, Chester M. Pierce, MD Division of Global Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Jeff C. Huffman, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Medical Director, Inpatient Psychiatric Service, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Dan V. Iosifescu, M.D., M.Sc., Associate Professor of Psychiatry, Harvard Medical School, Director of Translational Neuroscience, Depression Clinical and Research Program and Site Director, Bipolar Trials Network, Massachusetts General Hospital, Boston, Massachusetts






Esther Jacobowitz Israel, M.D., Assistant Professor of Pediatrics, Harvard Medical School, Associate Chief, Pediatric Gastroenterology and Nutrition, Massachusetts General Hospital, Boston, Massachusetts






James L. Januzzi, Jr., M.D., Associate Professor of Medicine, Harvard Medical School, Director, Cardiac Intensive Care Unit and Cardiology Division, Massachusetts General Hospital, Boston, Massachusetts






Michael S. Jellinek, M.D., Professor of Psychiatry, Harvard Medical School, President, Newton Wellesley Hospital, Newton Lower Falls, Massachusetts, Chief, Child Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Nicholas Kontos, M.D., Instructor in Psychiatry, Harvard Medical School, Director of Transplantation Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Karsten Kueppenbender, M.D., Instructor in Psychiatry, Harvard Medical School, Assistant Psychiatrist, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Brian P. Kurtz, M.D., Clinical Fellow in Psychiatry, Harvard Medical School, Fellow in Child and Adolescent Psychiatry, Massachusetts General Hospital/McLean Hospital, Boston, Massachusetts






Isabel T. Lagomasino, M.D., M.S.H.S., Assistant Professor of Psychiatry and Behavioral Sciences, University of Southern California, Keck School of Medicine, Director, Adult Psychiatry Residency Training Program, LAC + USC Medical Center, Los Angeles, California






Boris A. Lorberg, M.D., Instructor in Psychiatry, Harvard Medical School, Clinical Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Bruce J. Masek, Ph.D., Associate Professor of Psychology (Psychiatry), Harvard Medical School, Clinical Director, Child and Adolescent Outpatient Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Guy Maytal, M.D., Instructor in Psychiatry, Harvard Medical School, Director, Urgent Care Psychiatry Service, Associate Director, Division of Outpatient Psychiatry,Palliative Care Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Edward Messner, M.D. †, Associate Clinical Professor of Psychiatry, Harvard Medical School, Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts







David Mischoulon, M.D., Ph.D., Associate Professor of Psychiatry, Harvard Medical School, Associate Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Anna C. Muriel, M.D., M.P.H., Instructor in Psychiatry, Harvard Medical School, Clinical Assistant in Psychiatry, Dana Farber Cancer Center, Boston, Massachusetts






George B. Murray, B.S., Ph.L., M.S., M.Sc., M.D., S.J., Associate Professor of Psychiatry, Harvard Medical School, Senior Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Shamim H. Nejad, M.D., Instructor in Psychiatry, Harvard Medical School, Director, Adult Burns and Trauma Surgery Psychiatry Consultation, Division of Psychiatry and Medicine, Massachusetts General Hospital, Boston, Massachusetts






Dana Diem Nguyen, Ph.D., Research Specialist/Director of Operations, Potkin Research, University of California, Irvine, California






Ruta Nonacs, M.D., Ph.D., Instructor in Psychiatry, Harvard Medical School, Assistant Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Dennis K. Norman, Ed.D., Associate Professor of Psychology, Harvard Medical School, Chief of Psychology, Massachusetts General Hospital, Boston, Massachusetts






Sheila M. O’Keefe, Ed.D., Instructor in Psychiatry, Harvard Medical School, Director of Psychology Training, Massachusetts General Hospital, Boston, Massachusetts






Michael W. Otto, Ph.D., Professor of Psychology, Director, Center for Anxiety and Related Disorders, Boston University, Boston, Massachusetts






Brian A. Palmer, M.D., M.P.H., Instructor in Psychiatry, Harvard Medical School, Staff Psychiatrist, McLean Hospital, Belmont, Massachusetts






George I. Papakostas, M.D., Associate Professor of Psychiatry, Harvard Medical School, Director, Treatment-Resistant Depression Studies, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Jennifer M. Park, M.D., Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts, Walter Reed Army Medical Center, Washington, DC






Lawrence Park, M.A., M.D., Assistant Professor of Psychiatry, Harvard Medical School, Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Roy H. Perlis, M.D., Associate Professor of Psychiatry, Harvard Medical School, Director, Pharmacogenomics Research, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Margot Phillips, M.D., Clinical Fellow in Psychiatry, Harvard Medical School, Resident in Psychiatry at Massachusetts General Hospital/McLean Adult Psychiatry Residency Training Program, Boston, Massachusetts






William F. Pirl, M.D., M.P.H., Assistant Professor of Psychiatry, Harvard Medical School, Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Mark H. Pollack, M.D., Professor of Psychiatry, Harvard Medical School, Director, Center for Anxiety and Traumatic Stress Disorders, Massachusetts General Hospital, Boston, Massachusetts






Laura M. Prager, M.D., Assistant Professor of Psychiatry (Child Psychiatry), Harvard Medical School, Psychiatrist, Department of Child Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Jefferson B. Prince, M.D., Instructor in Psychiatry, Harvard Medical School, Staff, Child Psychiatry, Massachusetts General Hospital, Boston, Massachusetts, Director of Child Psychiatry, North Shore Medical Center, Salem, Massachusetts






John Querques, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Associate Director, Psychosomatic Medicine-Consultation Psychiatry Fellowship Program, Massachusetts General Hospital, Boston, Massachusetts






Davin K. Quinn, M.D., Medical Director, Psychiatric Consultation Service, University of New Mexico Hospital, Albuquerque, New Mexico






Terry Rabinowitz, M.D., D.D.S., Professor of Psychiatry and of Family Medicine, University of Vermont College of Medicine, Medical Director, Division of Consultation Psychiatry and Psychosomatic Medicine and Medical Director, Telemedicine, Fletcher Allen Health Care, Burlington, Vermont






Paula K. Rauch, M.D., Associate Professor of Psychiatry, Harvard Medical School, Chief, Child Psychiatry Consultation Service to Pediatrics and Director, Marjorie E. Korff Parenting at a Challenging Time, Massachusetts General Hospital, Boston, Massachusetts






Scott L. Rauch, M.D., Professor of Psychiatry, Harvard Medical School, Chair, Partners Psychiatry and Mental Health, President and Psychiatrist-in-Chief, McLean Hospital, Belmont, Massachusetts






John A. Renner, Jr., M.D., Associate Professor of Psychiatry, Boston University School of Medicine, Consultant, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Joshua L. Roffman, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Jerrold F. Rosenbaum, M.D., Stanley Cobb Professor of Psychiatry, Harvard Medical School, Chief of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Julie D. Ross, M.D., Ph.D., Clinical Fellow in Psychiatry, Harvard Medical School, Addictions Chief Resident, Massachusetts General Hospital/McLean Hospital, Boston, Massachusetts






Kristin S. Russell, M.D., Clinical Instructor in Psychiatry, Harvard Medical School, Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Kathy M. Sanders, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Director, Adult Psychiatric Resident Training, Massachusetts General Hospital/McLean Hospital, Boston, Massachusetts






Lisa Scharff, Ph.D., Walden University School of Psychology, College of Social and Behavioral Sciences, Children’s Hospital Boston, Departments of Anesthesiology and Psychiatry, Boston, Massachusetts






Steven C. Schlozman, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Co-Director, Medical Student Education in Psychiatry, Harvard Medical School, Associate Director, Child and Adolescent Psychiatry Residency, Massachusetts General Hospital/McLean Program in Child Psychiatry, Consultant, Pediatric Transplant Program, Massachusetts General Hospital, Staff Child Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Ronald Schouten, M.D., J.D., Associate Professor of Psychiatry, Harvard Medical School, Director, Law and Psychiatry Service, Massachusetts General Hospital, Boston, Massachusetts






Linda C. Shafer, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Benjamin C. Silverman, M.D., Clinical Fellow in Psychiatry, Harvard Medical School, Fellow in Medical Ethics, Division of Medical Ethics, Harvard Medical School, Resident, Massachusetts General Hospital/McLean Hospital Adult Psychiatry, Residency Program, Boston, Massachusetts






Patrick Smallwood, M.D., Assistant Professor of Psychiatry, University of Massachusetts Medical School, Medical Director, Psychosomatic Medicine and Emergency Mental Health, University of Massachusetts Medical Center, Worcester, Massachusetts






Felicia A. Smith, M.D., Assistant Professor of Psychiatry, Harvard Medical School, Director, Acute Psychiatry Service, Massachusetts General Hospital, Boston, Massachusetts






Jordan W. Smoller, M.D., Sc.D., Associate Professor of Psychiatry, Harvard Medical School, Director, Psychiatric Genetics Program in Mood and Anxiety Disorders, and Assistant Vice Chair, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Robert M. Stern, M.D., Director, Behavioral Health Services and Chair, Department of Psychiatry, Emerson Hospital, Concord, Massachusetts






Theodore A. Stern, M.D., Endowed Professor of Psychiatry in the Field of Psychosomatic Medicine/Consultation, Harvard Medical School, Professor of Psychiatry, Harvard Medical School, Psychiatrist and Chief, Psychiatric Consultation Service, Massachusetts General Hospital, Boston, Massachusetts






Jonathan R. Stevens, M.D., M.P.H., Instructor in Psychiatry, Harvard Medical School, Clinical Assistant in Psychiatry, Massachusetts General Hospital, Boston, Massachusetts, Child Psychiatrist, North Shore Medical Center, Salem, Massachusetts






Thomas D. Stewart, M.D., Associate Clinical Professor of Psychiatry, Yale University School of Medicine, Consultant Psychiatrist, Yale New Haven Hospital, New Haven, Connecticut






Frederick J. Stoddard, Jr., M.D., Associate Clinical Professor of Psychiatry, Harvard Medical School, Chief of Psychiatry, Shriners Burns Hospital, Senior Attending Psychiatrist, Massachusetts General Hospital Burn Service, Boston, Massachusetts






Joan M. Stoler, M.D., Assistant Professor of Pediatrics, Harvard Medical School, Assistant Pediatrician, Medical Geneticist, Massachusetts General Hospital, Boston, Massachusetts






Paul Summergrad, M.D., Dr. Francis S. Arkin Professor and Chairman, Department of Psychiatry, Professor of Medicine, Tufts University School of Medicine, Psychiatrist-in-Chief, Tufts Medical Center, Chairman, Tufts Medical Center Physicians Organization, Boston, Massachusetts






Owen S. Surman, M.D., Associate Professor of Psychiatry, Harvard Medical School, Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Jennifer J. Thomas, Ph.D., Clinical and Research Fellow, Harvard Medical School, Massachusetts General Hospital/McLean Hospital, Boston, Massachusetts






Adrienne O. van Nieuwenhuizen, B.A., Research Coordinator, Depression Clinical and Research Program, Massachusetts General Hospital, Boston Massachusetts






Adele C. Viguera, M.D., M.P.H., Assistant Professor of Psychiatry, Harvard Medical School, Associate Director, Perinatal and Reproductive Psychiatric Program, Massachusetts General Hospital, Boston, Massachusetts, Staff Psychiatrist, Cleveland Clinic Neurological Institute, Cleveland, Ohio






Betty Wang, M.D., Instructor in Psychiatry, Harvard Medical School, Assistant Psychiatrist, Massachusetts General Hospital, Boston, Massachusetts






Marlynn Wei, M.D., J.D., Clinical Fellow in Psychiatry, Harvard Medical School, Adult Psychiatry, Resident at Massachusetts General Hospital/McLean Hospital, Boston, Massachusetts






Avery D. Weisman, M.D., Professor Emeritus of Psychiatry, Harvard Medical School, Senior Psychiatrist (Retired), Massachusetts General Hospital, Boston, Massachusetts






Anthony P. Weiss, M.D., M.B.A., Assistant Professor of Psychiatry, Harvard Medical School, Director of Quality Management, Department of Psychiatry, Massachusetts General Hospital, Boston, Massachusetts






Charles A. Welch, M.D., Instructor in Psychiatry, Harvard Medical School, Psychiatrist, Director, Somatic Therapies Service, Massachusetts General Hospital, Boston, Massachusetts






Ilse R. Wiechers, M.D., M.P.P., Clinical Fellow in Psychiatry, Harvard Medical School, Chief Resident, Acute Psychiatry Service, Massachusetts General Hospital, Boston Massachusetts






Marketa M. Wills, M.D., Clinical Fellow in Psychiatry, Harvard Medical School, Psychiatry Resident, Massachusetts General Hospital, Boston, Massachusetts






Curtis W. Wittmann, M.D., Instructor in Psychiatry, Harvard Medical School, Attending Psychiatrist, Acute Psychiatry Service, Staff Psychiatrist, Bipolar Clinical Research Program, Massachusetts General Hospital, Boston, Massachusetts






Jonathan L. Worth, M.D., Instructor in Psychiatry, Harvard Medical School, Urgent Care Psychiatry Clinic, Massachusetts General Hospital, Boston, Massachusetts






Daniel J. Zimmerman, M.D., Clinical Instructor of Psychiatry, New York University School of Medicine, Inpatient Attending Psychiatrist, Bellevue Hospital Center, New York, New York









† Deceased.


† Deceased.










Preface




T.A.S., G.L.F., N.H.C., M.S.J., J.F.R.





This sixth edition, revised and substantially expanded, was put together by a stalwart group of general hospital psychiatrists. It was designed to help busy practitioners care for patients on medical and surgical floors and in outpatient practices filled by co-morbid medical and psychiatric illness. The chapters, which cover specific illnesses and care settings, were crafted for readability. Moreover, clinical vignettes strategically placed throughout the book were meant to act as a nidus upon which clinical pearls would grow.


Consultation psychiatry, recently minted as a new subspecialty called psychosomatic medicine, involves the rapid recognition, evaluation, and treatment of psychiatric problems in the medical setting. Practitioners of psychosomatic medicine must also manage psychiatric reactions to medical illness, psychiatric complications of medical illness and its treatment, and psychiatric illness in those who suffer from medical or surgical illness. Because problems related to the affective, behavioral, and cognitive (the “ABCs”) realms of dementia, depression, anxiety, substance abuse, disruptive personalities, and critical illness are faced on a daily basis, emphasis has been placed on successful strategies for their management by the consultant and by the physician of record.


Eight new chapters were added to this edition, and previously written chapters were revised and updated. Additions include discussions of the doctor–patient relationship, the psychiatric interview, sexual disorders and sexual dysfunction, emergency consultations, caring for children when a parent is ill, the rigors of psychiatric practice, quality assurance and quality improvement, and psychiatric research in the general hospital.


This book would not have been possible were it not for the steady hands of our acquisitions editor at Elsevier, Adrianne Brigido, and senior project manager, Cheryl Abbott. At the Massachusetts General Hospital, Judy Byford and Elena Muenzen helped shepherd us through thousands of emails, voice mails, FAXes, and photocopies associated with 54 chapters and scores of authors.


On behalf of the patients who suffer, we hope this edition improves the detection and treatment of psychiatric problems and brings much needed relief.










1 Beginnings


Psychosomatic Medicine and Consultation Psychiatry in the General Hospital




Thomas P. Hackett, M.D., Ned H. Cassem, M.A., Ph.L., M.D., S.J., B.D., Theodore A. Stern, M.D., George B. Murray, B.S., Ph.L., M.S., M.Sc., M.D., S.J., Gregory L. Fricchione, M.D., Nicholas Kontos, M.D.









PSYCHOSOMATIC MEDICINE


A keen interest in the relationship between the psyche and the soma has been maintained in medicine since early times, and certain ancient physicians (such as Hippocrates) have been eloquent on the subject. A search for the precise origins of psychosomatic medicine is, however, a difficult undertaking unless one chooses to focus on the first use of the term itself. Johann Heinroth appears to have coined the term psychosomatic in reference to certain causes of insomnia in 1818.1 The word medicine was added to psychosomatic first by the psychoanalyst Felix Deutsch in the early 1920s.2 Deutsch later emigrated to the United States with his wife Helene, and both worked at Massachusetts General Hospital (MGH) for a time in the 1930s and 1940s.


Three streams of thought flowed into the area of psychosomatic medicine, providing fertile ground for the growth of general hospital and consultation psychiatry.3,4 The psychophysiologic school, perhaps represented by the Harvard physiologist Walter B. Cannon, emphasized the effects of stress on the body.5 The psychoanalytic school, best personified by the psychoanalyst Franz Alexander, focused on the effects that psychodynamic conflicts had on the body.6 The organic synthesis point of view, ambitiously pursued by Helen Flanders Dunbar, tried with limited success to unify the physiologic and psychoanalytic approaches.7









HISTORY


The history of general hospital psychiatry in the United States in general,8 and consultation–liaison (C-L) psychiatry in particular,9 has been extensively reviewed elsewhere. For those interested in a more detailed account of both historic trends and conceptual issues of C-L psychiatry, the writings of Lipowski10-15 are highly recommended.


In years gone by, controversy surrounded the use of the term liaison in C-L psychiatry. We believed that using the term liaison was confusing and unnecessary. It was confusing because no other service in the practice of medicine employed the term for its consultation activities. In addition, the activity it referred to—to teach nonpsychiatrists psychiatric and interpersonal skills—is done as a matter of course during the routine consultation. The term liaison, although still used, has to some extent fallen out of fashion.


In March 2003, the American Board of Medical Specialties unanimously approved the American Board of Psychiatry and Neurology’s (ABPN’s) issuance of subspecialty certification in psychosomatic medicine. The first certifying examinations were administered in 2005. As of 2009, the completion of an American Board of Medical Specialties–certified fellowship in psychosomatic medicine became mandatory for all who wish to sit for that examination. The achievement of subspecialty status for psychosomatic medicine is the product of nearly 75 years of clinical work by psychiatrists on medical–surgical units, an impressive accumulation of scholarly work contributing to the psychiatric care of general medical patients, and determined intellectual and organizational efforts by the Academy of Psychosomatic Medicine (APM). The latter’s efforts included settling on the name psychosomatic medicine after C-L psychiatry met with resistance from the ABPN during the first application for subspecialty status in 1992.16 Psychosomatic medicine was ultimately felt to best capture the field’s heritage and work on mind–body relationships, though there remains controversy over the nebulous boundaries this name implies.17


When the history of consultation psychiatry is examined, 1975 seems to be the watershed year. Before 1975, scant attention was given to the work of psychiatrists in medicine. Consultation topics were seldom presented at the national meetings of the American Psychiatric Association. Even the American Psychosomatic Society, which has many strong links to consultation work, rarely gave more than a nod of acknowledgment to presentations or panels discussing this aspect of psychiatry. Residency training programs on the whole were no better. In 1966, Mendel18 surveyed training programs in the United States to determine the extent to which residents were exposed to a training experience in consultation psychiatry. He found that 75% of the 202 programs surveyed offered some training in consultation psychiatry, but most of it was informal and poorly organized. Ten years later, Schubert and McKegney19 found only “a slight increase” in the amount of time devoted to C-L training in residency programs. Today, C-L training is mandated by the ABPN as part of general adult psychiatry training.


Several factors account for the growth of C-L psychiatry in the last quarter of the 20th century. One was the leadership of Dr. James Eaton, former director of the Psychiatric Education Branch of the National Institute of Mental Health (NIMH). Eaton provided the support and encouragement that enabled the creation of C-L programs throughout the United States. Another reason for this growth was the burgeoning interest in the primary care specialties, which required skills in psychiatric diagnosis and treatment. Finally, parallel yet related threats to the viability of the psychiatric profession from third-party payers and nonphysician providers were an incentive to (re-)medicalize the field. Although creation of the Diagnostic and Statistical Manual of Mental Disorders, 3rd edition (DSM-III), and increased pharmacotherapy are the two most obvious upshots of this trend,20,21 an elevated profile for C-L psychiatry also emerged as uniquely tailored to the psychiatrist’s skill set. For these reasons, and because of expanding knowledge in neuropsychiatry, consultation work has enjoyed a renaissance.


The origins of organized interest in the mental life of patients at the MGH dates back to 1873, when James Jackson Putnam, a young Harvard neurologist, returned from his grand tour of German departments of medicine to practice his specialty. He was awarded a small office under the arch of one of the famous twin flying staircases of the Bulfinch building. The office was the size of a cupboard and was designed to house electrical equipment. Putnam was given the title of “electrician.” One of his duties was to ensure the proper function of various galvanic and faradic devices then used to treat nervous and muscular disorders. It is no coincidence that his office came to be called the “cloaca maxima” by Professor of Medicine George Shattuck. This designation stemmed from the fact that patients whose maladies defied diagnosis and treatment—in short, the “crocks”—were referred to young Putnam. With such a beginning, it is not difficult for today’s consultation psychiatrist to relate to Putnam’s experience and mission. Putnam eventually became a professor of neuropathology and practiced both neurology and psychiatry, treating medical and surgical patients who developed mental disorders. Putnam’s distinguished career, interwoven with the acceptance of Freudian psychology in the United States, is chronicled elsewhere.22


In the late 1920s, Dr. Howard Means, chief of medicine, appointed Boston psychiatrist William Herman to study patients who developed mental disturbances in conjunction with endocrine disorders. Herman’s studies are hardly remembered today, although he was honored by having a conference room at the MGH named after him.


In 1934, a department of psychiatry took shape when Stanley Cobb was given the Bullard Chair of Neuropathology and granted sufficient money by the Rockefeller Foundation to establish a ward for the study of psychosomatic conditions. Under Cobb’s tutelage, the department expanded and became known for its eclecticism and for its interest in the mind–brain relationship. A number of European emigrants fled Nazi tyranny and were welcomed to the department by Cobb. Felix and Helene Deutsch, Edward and Grete Bibring, and Hans Sachs were early arrivals from the continent. Erich Lindemann came in the mid-1930s and worked with Cobb on a series of projects, the most notable being his study of grief, which came as a result of his work with victims of the 1942 Coconut Grove fire.


When Lindemann became chief of the Psychiatric Service in 1954, the Consultation Service had not yet been established. Customarily, the resident assigned to night call in the emergency department saw all medical and surgical patients in need of psychiatric evaluation. This was regarded as an onerous task, and such calls were often set aside until after supper in the hope that the disturbance might quiet in the intervening hours. Notes in the chart were terse and often impractical. Seldom was there any follow-up. As a result, animosity toward psychiatry grew. To remedy this, Lindemann officially established the Psychiatric Consultation Service under the leadership of Avery Weisman in 1956. Weisman’s resident, Thomas Hackett, divided his time between doing consultations and learning outpatient psychotherapy. During the first year of the consultation service, 130 consultations were performed. In 1958, the number of consultations increased to 370, and an active research program was organized that later became one of the cornerstones of the overall operation.


By 1960, a rotation through the Consultation Service had become a mandatory part of the MGH residency in psychiatry. Second-year residents were each assigned two wards. Each resident spent 20 to 30 hours a week on the Consultation Service for 6 months. Between 1956 and 1960, the service attracted the interest of fellowship students, who contributed postgraduate work on psychosomatic topics. Medical students also began to choose the Consultation Service as part of their elective in psychiatry during this period. From our work with these fellows and medical students, collaborative research studies were initiated with other services. Examples of these early studies are the surgical treatment of intractable pain,23,24 the compliance of duodenal ulcer patients with their medical regimen,25 post-amputation depression in the elderly patient,15 emotional maladaptation in the surgical patient,26-30 and the psychological aspects of acute myocardial infarction.31,32


By 1970, Hackett, then chief of the Consultation Service, had one full-time (postgraduate year [PGY]-IV) chief resident and six half-time (PGY-III) residents to see consultations from the approximately 400 house beds. A private Psychiatric Consultation Service was begun, to systematize consultations for the 600 private beds of the hospital. A Somatic Therapies Service began and offered electroconvulsive therapy to treat refractory conditions. Three fellows and a full-time faculty member were added to the roster in 1976. Edwin (Ned) Cassem became chief of the Consultation Service, and George Murray was appointed director of a new fellowship program in psychosomatic medicine and consultation psychiatry. In 1995, Theodore Stern was named chief of the Avery Weisman Psychiatric Consultation Service. Now both fellows and residents take consultations in rotation from throughout the hospital. Our Child Psychiatry Division, composed of residents, fellows, and attending physicians, provides full consultation to the 40 beds of the MGH Hospital for Children.


In July 2002, Gregory Fricchione was appointed director of the new Division of Psychiatry and Medicine, with a mission to integrate the various inpatient and outpatient medical–psychiatry services at the MGH and its affiliates while maintaining the diverse characteristics and strengths of each unit. The division includes the Avery D. Weisman Psychiatry Consultation Service, the MGH Cancer Center, the Psychosocial Oncology Disease Center, the Transplant Consultation Service, the Trauma and Burns Psychiatry Service, the Women’s Consultation Service, the Cardiovascular Health Center Service, the Behavioral Medicine Service, and the Spaulding Rehabilitation Hospital’s Behavioral and Mental Health Service. Psychiatrists from this division also attend in the human immunodeficiency virus (HIV) outpatient unit and the gastroenterology clinic.









PATIENT CARE, TEACHING, AND RESEARCH


The three functions provided by any consultation service are patient care, teaching, and research.






Patient Care


At the MGH, between 10% and 13% of all admitted patients are followed by a psychiatrist; roughly 3500 initial consultations are performed each year. The problems discovered reflect the gamut of conditions listed in the DSM-IV33; however, the most common reasons for consultation are related to depression, delirium, anxiety, substance abuse, character pathology, dementia, somatoform disorders or medically unexplained symptoms, and the evaluation of capacity.


Patients are seen in consultation only at the request of another physician, who must write a specific order for the consultation. When performing a consultation, the psychiatrist, like any other physician, is expected to provide diagnosis and treatment. This includes defining the reason for the consultation; reading the chart; gathering information from nurses and family members when indicated; interviewing the patient; performing the appropriate physical and neurologic examinations; writing a clear clinical impression and treatment plan; ordering or suggesting laboratory tests, procedures, and medications; speaking with the referring physician when indicated; and making follow-up visits until the patient’s problems are resolved, the patient is discharged, or the patient dies.


Interviewing style, individual to begin with, is further challenged and refined in the consultation arena, where the psychiatrist is presented with a patient who typically did not ask to be seen and who is often put off by the very idea that a psychiatrist has been called. In addition, the hospital room setting and the threat of acute illness might cause the patient to be either more or less forthcoming than under usual circumstances. The stigma of mental illness and the fear of any illness are universal; they are part of every physician’s territory, and each psychiatrist learns to deal with them in a unique way. Residents learn to coax cooperation from such patients by trial and error, by self-understanding, and by observing role models rather than by observing formulas. Essential, however, are interest in the patient’s medical situation and an approach that is comparable to that used by a rigorous and caring physician in any specialty. Each consultation can thus be viewed as an opportunity to provide care, to de-stigmatize mental illness, and to de-stigmatize psychiatry by personally representing it, via manner, tone, and examination, as a proper medical specialty.









Teaching


Many consultation psychiatrists believe that teaching psychiatry to medical and surgical house officers cannot be done on a formal basis. When teaching is formalized in weekly lectures or discussion groups, attendance invariably lags. More than 30 years ago, Lindemann, in an attempt to educate medical house officers about the emotional problems of their patients, enlisted the help of several psychiatric luminaries from the Boston area. A series of biweekly lectures was announced, in which Edward and Grete Bibring, Felix and Helene Deutsch, Stanley Cobb, and Carl Binger, among others, shared their knowledge and skills. In the beginning, approximately a fifth of the medical house officers attended. Attendance steadily dwindled in subsequent sessions until finally the psychiatry residents had to be required to attend so as to infuse the lecturers with enough spirit to continue. This might be alleged to illustrate disinterest or intimidation on the part of the nonpsychiatric staff, but we think that such didactics are simply too far removed (geographically and philosophically) from their day-to-day work.


We believe that teaching, to be most effective and reliable, is best done at the bedside on a case-by-case basis. Each resident is paired with an attending physician for bedside supervision, and all new patients are interviewed by our C-L attending staff. Residents teach as well. Medical students, neurology residents, and other visiting trainees are supervised by PGY-III residents, the chief resident, the fellows, and our attending staff. Twice weekly, rounds are held with Stern, the chief resident, and the rest of the service. In 90 to 120 minutes, follow-ups on current cases are presented and discussed, and new cases are presented by the consulting resident.


Before each group of residents begin their 4-month half-time rotation (in July, November, and March), they receive 25 introductory 45-minute lectures on practical topics in consultation (e.g., how to write the note, how to perform the neurologic or neuropsychological examination, the nature of psychotherapy in consultation, ruling out organic causes of psychiatric symptoms, diagnosing delirium and dementia, using psychotropic medications [e.g., psychostimulants, intravenous haloperidol] in the medically ill, assessing decisional capacity, performing hypnosis, and managing functional somatic symptoms). In concert with the orientation lecture series, we provide residents with relevant articles and with an annotated bibliography.34 The overall curriculum we provide is quite similar to that recommended by the APM’s Task Force on Residency Training in C-L psychiatry.35


Fellows attend the rounds of the Fellows Consultation Service, with Murray (director emeritus) and Fricchione (director) presiding three times per week; they see patients at the bedside with senior attending staff including Cassem several times each week. Fellows have an additional 4 hours per week of didactic sessions with Murray on advanced topics of consultation psychiatry, psychosomatic medicine, and neuropsychiatry; they also have individual supervision with Fricchione and the associate fellowship director (John Querques) each week. The Fellowship Program in Consultation Psychiatry, under the leadership of Murray, celebrated its 30th anniversary in 2006; it has trained 99 fellows through June 2009. Many have gone on to direct C-L programs across the United States.


Each resident makes two formal presentations (i.e., a 45-minute review of a topic chosen by the resident, which is elaborated on by a senior discussant for 45 minutes) during the 4-month rotation. These weekly psychosomatic conferences not only produce presentations of high quality but also lead to improved speaking skills, occasional publications, and the beginning of specialized interests and expertise for the resident.36-45


In the past, Stern joined medical house staff for work rounds three times a week in the medical intensive care unit, and he ran “autognosis” rounds on a weekly basis from 1979 into the early 2000s.46 At these rounds, the feelings of the medical house officers toward patients were examined so that patients could be managed more effectively. Since their inception, only two house officers have refused to attend.









Research


Research activity by the Consultation Service, besides answering important questions, builds bridges between medical specialties. When physicians from other services are involved in research planning and when there is dual authorship of published accounts, friendships are firmly bonded, and differences fade. The general hospital population provides such a cornucopia of research material that a consultation service would be lax or unresponsive not to take advantage of it. Many examples are cited in the chapters that follow.47-56


Small research projects are the cornerstone of larger ones. So long as generativity is held as a value, research need not be funded through federal or state agencies. Projects can be assigned as such to medical students during their month on the service. They can also be suggested to fellows for more extensive development over the course of the year. What begins as a project with results and conclusions to be presented at psychiatric grand rounds can, over a year, develop into a full-fledged publication. This, in turn, might be the starting point for a larger investigation.


A filing system should be designed to keep potential research materials readily accessible. Systems of computer-based records in consultation services have been described. Strain and associates have devised one of them, and it is now in use in a number of C-L services throughout the United States.54,55


Once the direction of the consultation team has been pointed toward research and publication, the results usually fall into line. One of the distressing roadblocks en route to publication is the poor writing skill of many physicians. One or two resource people who can serve as editors and teachers can be of great help. For more than 3 decades, we have held a biweekly writing seminar, in which members submit manuscripts that are reviewed by the seminar group and two senior members of our department (Dr. Stern and the late Mrs. Eleanor Hackett). All efforts seem worthwhile once the printed page is in the author’s hand. When a service begins to develop a shelf of publications authored by various members of the team, a pride of accomplishment exists, and this compounds the excitement of the research and stimulates renewed academic effort.












NEW DIRECTIONS


The approval of psychosomatic medicine as a psychiatric subspecialty brings with it changes in many domains of our service. Interestingly, some of these are revivals of older patterns of service provision to various medical domains. Perhaps inevitably, subspecialization invites sub-subspecialization. In decades past, particular staff members carved out sectors of the hospital as areas of interest/work (e.g., burns, surgery, medical intensive care, rehabilitation, cardiology, oncology, obstetrics, and gynecology). After a while, the pendulum swung toward a more global, general consultation service. In more recent years, the pendulum has swung back, with more formalized reentry of staff into many of these areas, as well as into some others (e.g., infectious disease, gastroenterology).


Connected with this trend, fueled by a robust literature,57,58 and codified in the Accreditation Council for Graduate Medical Education requirements for psychosomatic medicine fellowship training is the provision of “outpatient consultation” to primary care settings. Recognizing the importance of this latter approach, we have attempted innovative approaches (e.g., telepsychiatry and urgent care availability) to be of help to our primary care colleagues and to better serve their population of patients in need of psychiatric assistance. All of these endeavors expand potential training experiences and academic opportunities and introduce new logistical challenges to the administration of consultation psychiatry and psychosomatic medicine services.









SUMMARY


From early in medical history, curious physicians have investigated the mysteries of the mind–body relationship, developing a field of study called psychosomatic medicine. The energy of this intellectual enterprise has led to the growth of general hospital psychiatry, initially aided by Rockefeller Foundation funding in 1934, as well as the development of consultation psychiatry, supported through the funding of Eaton’s NIMH program in the 1970s and 1980s. A subspecialty of psychiatry called psychosomatic medicine has recently been approved, which recognizes the maturation of the field and the growth that lies ahead.


At each step of the way, the MGH Psychiatric Consultation Service has played an important role. This book, which reviews the essentials of general hospital psychiatry, is a testimony to the caring, creativity, and diligence of those who have come before us.
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2 Approach to Consultation Psychiatry


Assessment Strategies




John Querques, M.D., Theodore A. Stern, M.D.










My emphasis to the residents is: “Now that you’ve learned a lot about compassion and human dignity … you must learn to be competent,” adding “or else.” The goals for the trainee are specialty-competence, that is, some specific things about consultation: accountability, commitment, industry, discipline; these are the components that go into the make-up of a professional.


—Ned H. Cassem, M.D.1





This chapter provides a practical approach to the assessment of affective, behavioral, and cognitive problems of patients in the general hospital. We first survey the landscape of consultation psychiatry and then identify six broad domains of psychiatric problems commonly encountered in the medical setting. Next, we describe the differences in clinical approach, environment, interactive style, and use of language that distinguish psychiatry in the general hospital from practice in other venues. Then we offer a step-by-step guide to the conduct of a psychiatric consultation. The chapter concludes with a review of treatment principles critical to caring for the medically ill. Throughout this chapter, we emphasize the hallmarks of competence identified by Cassem1 more than 2 decades ago: accountability, commitment, industry, and discipline.






CATEGORIES OF PSYCHIATRIC DIFFERENTIAL DIAGNOSIS IN THE GENERAL HOSPITAL


The borderland between psychiatry and medicine in which consultation psychiatrists ply their trade can be visualized as the area shared by two intersecting circles in a Venn diagram (Figure 2-1). As depicted in the figure and consistent with the fundamental tenet of psychosomatic medicine (i.e., that mind and body are indivisible), the likelihood that either a psychiatric or a medical condition will have no impact on the other is incredibly slim. Within the broad region of bidirectional influence (the area of overlap in the Venn diagram), the problems most commonly encountered on a consultation–liaison service can be grouped into six categories (modified from Lipowski2; see Figure 2-1). Examples of each classification follow.





[image: image]

Figure 2-1 A representation of the overlap between medical and psychiatric care.








Psychiatric Presentations of Medical Conditions


An elderly man underwent neurosurgery for clipping of an aneurysm of the anterior communicating artery. A few days after surgery, he became diaphoretic, confused, and agitated and was tachycardic and hypertensive. Because of a history of alcoholism, a diagnosis of alcohol withdrawal delirium was made. He remained confused despite aggressive benzodiazepine treatment. When he later became febrile, a lumbar puncture was done and the cerebrospinal fluid (CSF) analysis was consistent with herpes simplex virus (HSV) infection. His sensorium cleared after a course of acyclovir. In this case, infection of the central nervous system (CNS) by HSV was heralded by delirium.









Psychiatric Complications of Medical Conditions or Treatments


Newly diagnosed with human immunodeficiency virus (HIV) infection with a high viral load, a young man without a history of psychiatric illness began treatment with efavirenz, a nonnucleoside reverse transcriptase inhibitor. Within a few days, he experienced vivid nightmares, a known side effect of efavirenz. Over the next several weeks, the nightmares resolved. He continued antiretroviral treatment, but he became increasingly despondent with a full complement of neurovegetative symptoms of major depression. A chronic, incurable viral illness—whose treatment caused a neuropsychiatric complication—precipitated a depressive episode.









Psychological Reactions to Medical Conditions or Treatments


A woman with a history of preeclampsia during her first pregnancy was admitted with hypertension in the 38th week of her second pregnancy. Preeclampsia was diagnosed, and she delivered a healthy baby. As she prepared for discharge, and despite her obstetrician’s reassurance, she fretted that a hypertensive catastrophe was going to befall her at home. Pathologic anxiety resulted from an acute obstetric condition.









Medical Presentations of Psychiatric Conditions


A young female graduate student from another country, who for several years had habitually induced vomiting to relieve persistent abdominal pain, presented with generalized weakness and was found to have a serum potassium of 2.2 mEq/L. She had long since been diagnosed with bulimia nervosa, but the psychiatric consultant found no evidence for this disorder and instead diagnosed conversion disorder, construing her chronic abdominal pain as a converted symptom of psychological distress over leaving her family to study abroad. Conversion disorder presented as persistent abdominal pain.









Medical Complications of Psychiatric Conditions or Treatments


An obese man with schizophrenia treated with olanzapine (20 mg daily) gained 30 pounds in 6 months. Repeated measurements of fasting serum glucose were more than 126 mg/dL, consistent with a diagnosis of diabetes mellitus. Treatment with an atypical antipsychotic was complicated by an endocrine condition.









Co-Morbid Medical and Psychiatric Conditions


A middle-aged man with long-standing obsessive–compulsive disorder (OCD), effectively treated with high-dose fluoxetine, presented with cough, dyspnea, and fever. Chest radiography showed a left lower-lobe infiltrate, consistent with pneumonia. He defervesced after a few doses of intravenous (IV) antibiotics and was discharged to complete the antibiotic course at home. His OCD remained in remission. Infectious and psychiatric conditions existed independently.












THE ART OF PSYCHIATRIC CONSULTATION IN THE GENERAL HOSPITAL


Determining where on the vast border between psychiatry and medicine a patient’s pathologic condition is located is the psychiatric consultant’s fundamental task. As for any physician, his or her chief responsibility is diagnosis. The consultation–liaison psychiatrist is aided in this enterprise by appreciation of four key differences between general hospital psychiatry and practice in other venues: clinical approach, environment, style of interaction, and use of language.






Clinical Approach


A senior psychiatrist at the Massachusetts General Hospital (MGH) and director emeritus of its Psychosomatic Medicine–Consultation Psychiatry Fellowship Program, Dr. George Murray advises his students to think in three ways when consulting on patients: physiological, existential, and “dirty.” Each element of this tripartite conceptualization is no more or less important than the other, and the most accurate formulation of a patient’s problem will prove elusive without attention to all three.


First, psychiatrists are physicians and, as such, subscribe to the medical model: altered bodily structures and functions lead to disease; their correction through physical means leads to restoration of health. Although allegiance to this model may be impolitic in this era of biopsychosocial holism, the degree of morbidity in general hospitals is ever more acute and the technology brought to bear against it is increasingly more sophisticated.3 Consultation psychiatrists who fail to keep pace with their medical and surgical colleagues jeopardize their usefulness to physicians and patients alike.


Alongside the physiologic frame of mind, consultation psychiatrists must think existentially; that is, they must nurture a healthy curiosity about the meaning of the illness to their patients at this particular moment in their lives and the circumstances in which their patients find themselves at particular moments in the course of an illness. What does it mean to a burn victim that he was brought by helicopter to a hospital in a neighboring state? What was he thinking during the airlift? Would he have thought differently if an ambulance had brought him to his local hospital? To be curious about such matters, the consulting psychiatrist must first know the details of the patient’s situation, largely achieved by a careful reading of the chart. For example, ambulance (or helicopter) run sheets and emergency department notes often contain interesting and meaningful data about a patient’s mental state in the aftermath of a tragic event. Armed with this information, the consultant can then ask the patient what the whole ordeal was like for him or her.


Consultation psychiatrists are wise to maintain a measured skepticism toward patients’ and others’ statements, motivations, and desires. In other words, they should consider the possibility that the patient (or another informant) is somehow distorting information to serve his or her own agenda. Providers of history can distort the truth in myriad ways, ranging from innocuous exaggeration of the truth to outright lies; their aims are equally legion: money, revenge, convenience, and cover-up of peccadilloes, infidelities, or crimes. For example, the beleaguered mother of a young woman with a borderline personality disorder embellished her daughter’s suicidal comments in an effort to secure involuntary commitment for her daughter and respite for herself. By paying attention to his or her own countertransference—his or her personal reading of the limbic music4 emanating from the mother–daughter dyad—the psychiatric consultant called in to assess the patient’s suicidality ably detected the mother’s self-serving distortion and thus avoided unwitting collusion with it. This special case of distortion to remove a relative to a mental or other hospital has been termed the Gaslight phenomenon.5-7 Although thinking “dirty” is merely a realization that people refract reality through the lens of their own personal experience, other health professionals—even some psychiatrists—bristle at even a consideration, let alone a suggestion, that patients and their families harbor unseemly ulterior motives. Consequently, this perspective does not make the consultation psychiatrist many friends; his thinking “dirty” may even earn him or her an unsavory reputation. However, neither an ever-widening social circle nor victory in popularity contests is the consultation–liaison psychiatrist’s raison d’être—competent doctoring is.









Environment


The successful psychiatric consultant must be prepared to work in an atmosphere less formal, rigid, and predictable than one typically found in an office or a clinic; flexibility and adaptability are crucial. Patients are often seen in two-bedded rooms with nothing but a thin curtain providing only a semblance of privacy; roommates—as well as nurses, aides, dietary personnel, and other physicians—are frequent interlocutors. Cramped quarters are the rule, with IV poles, tray tables, and one or two chairs leaving little room for much else. When family members and other visitors are present, the physician may ask them to leave the room; alternatively, he or she may invite them to stay to “biopsy” the interpersonal dynamics among the family and friends, as was done in the case of the borderline patient described previously. The various alarms and warning signals of medical equipment (e.g., IV pumps, cardiac monitors, and ventilators) and assorted catheters and tubes traveling into and out of the patient’s body add to the unique ambiance of the bedside experience that distinguishes it from the quiet comfort afforded by a private office. Perhaps off-putting at first, for the psychiatrist who, as Lewis Glickman in his book on consultation put it (as cited in Cassem1), loves medicine and is fascinated with medical illness, the exigencies of life and work in a modern hospital quickly become exciting and ultimately captivating.









Style of Interaction


The adaptability required by these environmental circumstances allows the psychiatric consultant to be more flexible in his or her relations with the patient. For example, psychiatric consultants should permit themselves to crouch at the bedside; lowering themselves to the recumbent patient’s level can diminish apprehension and can minimize the inherent power differential between doctor and patient. Shaking hands or otherwise laying on of hands may achieve the same end. Performance of a physical examination provides an excellent opportunity to allay anxiety and dramatically distinguishes consultation work from office-based psychiatry, where any touching of a patient—let alone physical examination—is considered taboo. An offer to make the person more comfortable by adjusting the bed or getting the patient something to drink before beginning the interview goes a long way to building rapport. When the patient is unable to do even these simple things unaided, it is simply a kind, humane gesture. When the patient tends toward the cantankerous and irascible, concern for the patient’s comfort may prevent the patient from expelling the consultant from the room. Finally, as a simple matter of respect, one should make every effort to leave the room as one found it (e.g., if towels and sheets are removed from a chair before sitting on it, they should be replaced upon getting up).









Use of Language


Allowance for flexibility also extends to psychiatrists’ use of language; they can feel freer than they might in other practice settings to use humor, slang expressions, and perhaps even foul language. All of these varieties of verbal expression create a temporarily jarring juxtaposition between the stereotypical image of the austere, reserved physician and the present one; defenses may be briefly disabled just long enough to connect with the truth and allow connection with the patient. For example, in a technique taught by Murray, the psychiatrist raises a clenched fist in front of an angry but anger-phobic patient and asks him, “If you had one shot, where would you put it?” In this case, the sight and sound of a “healer” in boxer’s pose inquiring about placement of a “shot” creates a curious, or even humorous, incongruity that disarms the patient’s defenses and allows an otherwise intolerable emotion (anger) to emerge (if it is there in the first place).


A variant of this maneuver, substitution of a verbal expression of anger for the physical one, is also possible. For example, a 30-year-old man with leukemia refractory to bone-marrow transplantation was admitted with graft-versus-host disease. His mother and sister kept a near-constant vigil at his bedside. When he refused to eat and to talk to his family and the nurses, the psychiatrist was summoned. Quickly sizing up the situation, the consultant said to the young man, “It must be a pain to have your mother constantly hovering over you.” The patient grinned slightly and answered in the affirmative. Use of a foul expression of the same sentiment would predictably have achieved a more robust response.


Lack of the formal arrangements of office-based psychiatric practice makes such techniques permissible in the general hospital, often to the delight of residents, who sometimes feel unnecessarily constrained in their interpersonal comportment and in whom even a little training unfortunately does much to limit their natural spontaneity.












THE PROCESS OF PSYCHIATRIC CONSULTATION IN THE GENERAL HOSPITAL


With this general overview of the art of consultation, we next outline the step-by-step approach to the actual performance of a psychiatric consultation. Table 2-1 summarizes the key points elaborated in the following text.


TABLE 2-1 Procedural Approach to Psychiatric Consultation






	Speak directly with the referring clinician.






	Review the current and pertinent past records.






	Review the patient’s medications.






	Gather collateral data.






	Interview and examine the patient.






	Formulate a diagnosis and management plan.






	Write a note.






	Speak directly with the referring clinician.






	Provide periodic follow-up.











Speak Directly with the Referring Clinician


The consultative process begins with the receipt of the referral. With experience, the sensitive consultant begins to formulate preliminary hypotheses even at this early stage. For example, he or she recognizes a particular unit within the hospital or an individual physician and recollects previous consultations that originated from these sources. In addition, he or she may discern a difference in the way this consultation request was communicated compared with the form of previous requests. In a form of parallel process, this alteration in the usual routine—even if subtle and only in retrospect—often reflects something about the patient. Throughout the consultative process, these crude preliminary hypotheses thus formed are refined and ultimately either accepted or rejected. The continual revision of previous theories as additional data become available is a fundamental process in consultation–liaison psychiatry as it is in the whole of medicine.


The reason for the consultation stated in the request might differ from the real reason for the consultation. The team might accurately sense a problem with the patient but not capture it precisely. In some cases, they may be quite far afield, usually when the real reason for the consultation is difficulty in the management of a hateful patient.8 It is up to the consultant to identify the core issue and ultimately address it in the consultation. Practically speaking, a special effort to contact the consultee is not usually required, because, in general, in the course of reading the chart or reviewing laboratory data, one encounters a member of the team and can inquire then about the consultation request.









Review the Current and Pertinent Past Records


A careful review of the current medical record is indispensable to a thorough and comprehensive evaluation of the patient. Perhaps no other element of the consultative process requires as much discipline as this one. The seasoned consultant is able to accomplish this task quite efficiently, knowing fruitful areas of the chart to mine. For example, nursing notes often contain behavioral data often lacking from other disciplines’ notes; a well-written consultation provided by another service can provide a general orientation to a case, although the consultant must take care not to propagate error by failing to check primary data himself or herself. Other bountiful areas of the chart include notes written by medical students (who tend to be the most thorough of all), physical and occupational therapists (for functional data), and speech pathologists (for cognitive data). In reading the chart, the focus of the psychiatric consultant’s attention varies according to the nature of the case and the reason for the consultation. In cases in which sensorium is altered, for example, careful note of changes in level of awareness, behavior, and cognition should be made, especially as they relate to changes in the medical condition and treatment.









Review the Patient’s Medications


Regardless of the particulars of a case, detailed evaluation of medications, paying special attention to those recently initiated or discontinued, is always in order. For example, in the vignette presented previously, knowledge that the HIV-positive man had recently initiated treatment with efavirenz was key to accurately diagnosing the cause of his nightmares. Important medications the patient might have taken before admission, including those on which he may be physiologically dependent (e.g., benzodiazepines and narcotic analgesics), might inadvertently have been excluded from his current regimen. Patients who have been transferred among various units in the hospital may be at particular risk of such inadvertent omissions. In cases in which mental status changes resulting from withdrawal phenomena top the differential diagnosis, careful construction of a timeline of the patient’s receipt of psychoactive agents is often the only way to identify the problem. In much the same way as infectious-disease specialists chart the administration of antibiotics in relation to culture results and dermatologists plot newly prescribed medications against appearance of rashes, the psychiatric consultant tabulates mental status changes, vital signs, and dosages of psychoactive medications to clarify the diagnostic picture. Such a procedure exemplifies the industry and discipline required of the competent consultant.









Gather Collateral Data


The gathering of collateral information from family, friends, and outpatient treaters is no less important in consultation work than in other psychiatric settings. For several reasons (e.g., altered mental status, denial, memory impairment, and malingering), patients’ accounts of their history and current symptoms are often vague, spotty, and unreliable. Although data from other sources is therefore vital, the astute psychiatrist recognizes that their information, too, may be distorted by the same factors and by selfish interests, as already described. Consultation psychiatrists must guard against accepting any one party’s version of events as gospel and must maintain an open mind in collecting a history informed from many angles.









Interview and Examine the Patient


Next follows the interview of the patient and performance of a mental status examination, in addition to relevant portions of the physical and neurologic examinations. We discussed earlier the differences between patient encounters in the general hospital and those in other venues.


A detailed assessment of cognitive function is not necessary in all patients. If there is no evidence that a patient has a cognitive problem, a simple statement to the effect that no gross cognitive problem is apparent is sufficient. However, even a slight hint that a cognitive disturbance is present should trigger performance of a more formal screen. We recommend the Folstein Mini-Mental State Examination (MMSE)9 for this purpose and supplement this test with others that specifically target frontal executive functions (e.g., clock drawing, Luria maneuvers, and cognitive estimations). Any abnormalities that turn up on these bedside tests should be comprehensively evaluated by formal neuropsychological testing. It is convenient if a psychologist—especially one trained specifically in neuropsychology—is affiliated with the consultation service. Conversely, if a patient is obviously inattentive, we would argue that performance of the MMSE (or similar tests) is not indicated, because one can predict a priori poor performance resulting from the subject’s general inattention to the required tasks.


The consultant should at the very least review the physical examinations performed by other physicians. This does not, however, preclude doing his or her own examination of relevant systems, including the CNS, which, unless the patient is on the neurology service or is known to have a motor or a sensory problem, has likely been left unexamined. A number of physical findings can be discerned simply by observation: pupillary size (which is noteworthy with opioid withdrawal or intoxication); diaphoresis, either present (from fever or from alcohol or benzodiazepine withdrawal) or absent (associated with anticholinergic intoxication); and adventitious motor activity (e.g., tremors, tremulousness, or agitation). Vital signs are especially relevant in cases of substance withdrawal, delirium, and other causes of agitation. Primitive reflexes (e.g., snout, glabellar, and grasp), deep-tendon reflexes, extraocular movements, pupillary reaction to light, and muscle tone are among the key elements of the neurologic examination that the psychiatrist often checks.









Formulate a Diagnosis and Management Plan


Any physician’s tasks are twofold: diagnosis and treatment. This dictum is no different for the psychiatrist, whether in the general hospital or elsewhere. To arrive at a diagnosis, laboratory testing comes after history and examination. By the time a psychiatric consultation is requested, most hospitalized patients have already undergone extensive laboratory testing, including comprehensive metabolic panels and complete blood cell counts; these should be reviewed. In constructing the initial parts of a management plan, the psychiatric consultant should attend to diagnostics and specifically consider each of the tests listed in Table 2-2, which we review presently. Therapeutic strategies are discussed in a later section.


TABLE 2-2 Laboratory Tests in Psychiatric Consultation






	


Toxicology


• Serum



• Urine






Serology


• RPR test



• VDRL test






TSH (thyrotropin)



Vitamin B12 (cyanocobalamin)



Folic acid (folate)


• EEG



• CSF analysis






Neuroimaging


• CT



• MRI













CSF, Cerebrospinal fluid; CT, computed tomography; EEG, electroencephalography; MRI, magnetic resonance imaging; RPR, rapid plasma reagin; TSH, thyroid stimulating hormone; VDRL, Venereal Disease Research Laboratory.


Toxicology screens of both serum and urine are required any time a substance-use disorder is suspected and in cases of altered sensorium, intoxication, or withdrawal.


Well known by every student of psychiatry, syphilis, thyroid dysfunction, and deficiencies of vitamin B12 and folic acid are always included in an exhaustive differential diagnosis of virtually every neuropsychiatric disturbance. Although it is certainly possible that these conditions can cause any manner of psychiatric perturbation (e.g., dementia, depression, mania), more commonly these ailments coexist with other conditions, which together contribute to psychiatric disturbances. Although blood tests and treatments for these diseases are relatively easily accomplished, these tests should not be recommended reflexively in every case but only when a specific reason dictates (e.g., anemia for vitamin testing).


For purposes other than evaluation of acute intracranial hemorrhage, cerebral magnetic resonance imaging (MRI) is preferred to computed tomography. MRI provides higher resolution and greater detail, particularly of subcortical structures of interest to the psychiatrist. A thorough consultation is incomplete without a reading of the actual radiology report of the study; merely reviewing the telegraphic summary in a house officer’s progress note is insufficient, because important findings are often omitted. For example, an MRI scan that shows no abnormalities other than periventricular white matter changes is invariably recorded as “normal” or as showing “no acute change.” Although periventricular white matter changes are not acute and their significance is arguable, they are certainly not normal and they should be documented in a careful psychiatric consultation note. They may be evidence of an insult that forms a substrate for depression or dementia and may be a predictive sign of sensitivity to usual dosages of psychotropic medications.


Electroencephalography (EEG) can be particularly helpful to document the presence of generalized slowing in patients thought by their primary physicians to have a functional problem. Such indisputable evidence of electric dysrhythmia often puts a sudden end to the primary team’s skepticism. In cases of suspected complex partial seizures, depriving the patient of sleep the night before the EEG increases the likelihood that he or she will sleep during the test; against a background of slow activity in the sleeping state, any spikes or sharp waves indicating seizure activity will be more easily detected. Continuous EEG and video monitoring or ambulatory EEG monitoring may be necessary to catch aberrant electric activity. As with neuroimaging reports, the consultant psychiatrist must read the EEG report himself or herself; nonpsychiatrists commonly equate absence of “organized electrographic seizure activity” with normality, even though focal slowing may be evidence of seizure activity.


CSF analysis is often overlooked by psychiatrists and other physicians. However, it should be considered in cases of altered mental status with fever, leukocytosis, or meningismus and when causes of beclouded consciousness are not obvious. In some cases (e.g., in the vignette of the man with HSV presented previously), some conditions initially considered causative are not, and the true culprit is identified only after a lumbar puncture is performed.


Any suspicion of a somatoform disorder (especially conversion disorder) should trigger referral for psychological testing with the Minnesota Multiphasic Personality Inventory (MMPI) or the shorter Personality Assessment Inventory. For example, MMPI results of the young female graduate student described previously may demonstrate the conversion (or psychosomatic) V pattern of marked elevations on the hypochondriasis and hysteria scales and a normal or slightly elevated result on the depression scale. These pencil-and-paper tests can also be useful in assessments of psychological contributions to pain. Projective testing (e.g., Rorschach inkblots) is more common in outpatient venues.









Write a Note


The psychiatric consultation note should be a model of clear, concise writing with careful attention to specific, practical diagnostic and therapeutic recommendations. Several reviews of this topic are available.10,11 If the stated reason for the consultation differs from the consultee’s more fundamental concern, both should be addressed in the note. If the referring physician adopts the consultant’s recommendations, he or she should be able to transcribe them directly onto the order sheet or into computerized order-entry systems. “Note wars,” criticism of the consultee, accusations of shoddy work, pejorative labels, and jargon should all be avoided. If the consultee chooses a diagnostic or therapeutic course equally appropriate to the consultant’s suggested choice, an indication of agreement is more prudent than rigid insistence on the psychiatrist’s preference. The consultant should avoid prognostication (e.g., “This patient will probably have decision-making capacity after his infection has resolved” or “This patient will likely need psychiatric hospitalization after he recovers from tricyclic antidepressant toxicity”). Such forecasts do not evince confidence in the consultant’s skill if they prove inaccurate, may be invoked by the consultee even when they no longer apply, and are unnecessary if routine follow-up is provided (see later).









Speak Directly with the Referring Clinician


The consultative process is not complete without contact, either by phone or in person, with the referring physician or other member of the patient’s team, especially if the diagnosis or recommended intervention warrants immediate attention.









Provide Periodic Follow-Up


The committed consultant sees the patient as often as is necessary to treat him or her competently, and the consultant holds himself or herself accountable for tracking the patient’s clinical progress, following up on laboratory tests, refining earlier diagnostic impressions, and modifying diagnostic and treatment recommendations. The consultation comes to an end only when the problem for which the consultant was called resolves, any other concerns identified by the consultant are fully addressed, or the patient is discharged or dies. Rarely do any of these outcomes occur after a single visit, making repeated visits the rule and availability, even at inopportune times, crucial. However, the consultant is not obligated to continue consulting on a case when his or her recommendations are clearly being ignored.12 In these cases, it is appropriate to sign off. Although clinical nurse specialists, nurse practitioners, physician assistants, and case managers may be available to locate psychiatric beds and secure insurance coverage for inpatient psychiatric stays for patients who require them, the psychiatric consultant should be ready and able to perform these duties.












PRINCIPLES OF PSYCHIATRIC TREATMENT IN THE GENERAL HOSPITAL


As in other practice settings, in the general hospital, psychiatric treatment proceeds along three fronts: biological, psychological, and social.






Biological Management


When prescribing psychopharmaceuticals for medically ill patients taking other medications, the consultant must be aware of pharmacokinetic profiles, drug–drug interactions, and adverse effects. These topics are considered in depth in Chapter 34.






Pharmacokinetic Profiles


Pharmacokinetics refers to a drug’s absorption, distribution, metabolism, and excretion. Because an acutely medically ill patient might not be able to take medications orally, absorption is a primary concern in the general hospital setting. Often in such situations (e.g., in an intubated patient), a nasogastric tube is in place and medications can be crushed and administered through the nasogastric tube. However, if one is not in place, the psychiatric consultant is obliged to consider medications that can be given intramuscularly, intravenously, or in suppository form. In addition, orally disintegrating formulations may be available (e.g., mirtazapine, olanzapine, risperidone).


Many psychotropic medications are metabolized in the liver and excreted through the kidneys. Thus impaired hepatic and renal function can lead to increased concentrations of parent compounds and pharmacologically active metabolites. This problem is readily overcome by using lower initial doses and by performing slower titration. However, concern for metabolic alterations in medically ill patients should not justify use of homeopathic doses for indeterminate durations, because most patients ultimately tolerate and require standard regimens.









Drug–Drug Interactions


Many psychopharmaceuticals are metabolized by the cytochrome P450 isoenzyme system; many also inhibit various isoforms in this extensive family of hepatic enzymes, and the metabolism of many is, in turn, inhibited by other classes of medication, thus creating fertile ground for drug–drug interactions in patients taking several medications. This topic is reviewed extensively in Chapter 34. Psychiatric consultants should also be aware that cigarette smoking induces the metabolism of many drugs. When patients are hospitalized and thus stop or curtail smoking, serum concentrations of these drugs (e.g., clozapine) increase, and propensity for adverse effects thus also increases.









Adverse Effects


Depending on the practice venue, the profile of adverse effects of concern to the psychiatrist varies. For example, the likelihood that tricyclic antidepressants will cause dry mouth and sedation may be of more concern in the outpatient setting than in the general hospital, where concern about the cardiac-conduction and gut-slowing effects will likely be of greater importance in patients recovering from myocardial infarction or bowel surgery. Traditional neuroleptics—often relegated to the second line in otherwise healthy patients with psychosis—may be preferable to the atypical agents in general medical settings, where patients with obesity, diabetes mellitus, and dyslipidemia may be seen for the complications of these conditions (e.g., myocardial infarction, stroke, and diabetic ketoacidosis).












Psychological Management


Psychological management of the hospitalized medically ill patient begins—as does all competent treatment—with diagnosis, in this case, personality diagnosis. That is, the psychiatric consultant first appraises the patient’s psychological strengths and vulnerabilities. Armed with this psychological balance sheet, the psychiatrist then uses this information therapeutically in how he or she phrases questions and comments to the patient and describes the patient to the medical and nursing staff. Several schemas have been developed to aid in such a personality assessment.8,13,14 Groves’s formulation is reviewed in Chapter 38; Table 2-3 summarizes Kahana and Bibring’s approach.




TABLE 2-3 Personality Assessment and Management in the General Hospital


[image: image]




The consultant must realize that the patient may find the psychiatrist the only outlet available to vent his or her feelings about treatment in the hospital. This is an appropriate function of the consultant—and, in fact, may be the tacit reason for the consultation. Relieved of his or her feelings, often hostile and at odds with the team’s treatment efforts, the patient is thus better able to work with the team.









Social Management


Psychiatric consultants may be called on to help make decisions about end-of-life care (e.g., do-not-resuscitate and do-not-intubate orders), disposition to an appropriate living situation (e.g., home with services, assisted-living residence, skilled nursing facility, or nursing home), short-term disability, probate guardianship for a patient deemed clinically unable to make medical decisions for himself or herself, and involuntary psychiatric commitment. For patients who are agitated and thereby place themselves and others in harm’s way, the consultant may recommend the use of various restraints (e.g., Posey vests, mitts [to prevent removing IV and other catheters], soft wrist restraints, and leather wrist and ankle restraints) and constant observation.












SUMMARY


Regardless of the practice setting, the basics of competent psychiatric care remain the diagnosis of affective, behavioral, and cognitive disturbances and their treatment by pharmacologic, psychological, and social interventions. The psychiatrist in the general hospital applies these fundamentals while remaining accessible to the consultee and to the patient, adaptable to the exigencies of the hospital environment, and flexible in clinical approach and interpersonal style. The consultation psychiatrist adheres to the tenets of competent doctoring: accountability, commitment, industry, and discipline.
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3 The Doctor–Patient Relationship




Christopher Gordon, M.D., Margot Phillips, M.D., Eugene V. Beresin, M.A., M.D.





The doctor–patient relationship—despite all the pressures of managed care, bureaucratic intrusions, and other systemic complications—remains one of the most profound partnerships in the human experience; in it, one person reveals to another his or her innermost concerns, in hope of healing.1,2 In this deeply intimate relationship, when we earn our patients’ trust, we are privileged to learn about fears and worries that our patients may not have shared—or ever will share—with another living soul; patients literally put their lives and well-being in our hands. For our part, we hope to bring to this relationship technical mastery of our craft, wisdom, experience, and humility as well as our physicianly commitment to stand by and with our patient—that is, not to be driven away by any degree of pain, suffering, ugliness, or even death itself. We foreswear our own gratification, beyond our professional satisfaction and reward, to place our patients’ interests above our own. We hope to co-create a healing relationship, in which our patients can come to understand with us the sources of suffering and the options for care and healing, and to partner with us in the construction of a path toward recovery.


In clinical medicine the relationship between doctor and patient is not merely a vehicle through which to deliver care. Rather, it is one of the most important aspects of care itself. Excellent clinical outcomes—in which patients report high degrees of satisfaction, work effectively with their physicians, adhere to treatment regimens, experience improvements in the conditions of concern to them, and proactively manage their lives to promote health and wellness—are far more likely to arise from relationships with doctors that are collaborative and in which patients feel heard, understood, respected, and included in treatment planning.3-6 On the other hand, poor outcomes—including noncompliance with treatment plans, complaints to oversight boards, and malpractice actions—tend to arise when patients feel unheard, disrespected, or otherwise out of partnership with their doctors.7-9 Collaborative care not only leads to better outcomes but also is more efficient than noncollaborative care in achieving good outcomes.10,11 The relationship matters.


An effective doctor–patient relationship may be more critical to successful outcomes in psychiatry (because of the blurred boundaries between the conditions from which patients suffer and the sense of personhood of the patients themselves) than it is in other medical specialties. In psychiatry, more than in most branches of medicine, there is a sense that when the patient is ill, there is something wrong with the person as a whole, rather than that the person has or suffers from a discrete condition. Our language aggravates this sense of personal defectiveness or deficiency in psychiatric illness. We tend to speak of “being depressed” or “being bipolar” as if these were qualities of the whole person rather than a condition to be dealt with. Even more hurtfully, we sometimes speak of people as “borderlines” or “schizophrenics” as if these labels summed up the person as a whole. This language, together with the persistent stigma attached to mental illness in our culture, amplifies the shame and humiliation that patients may experience in any doctor–patient interaction12 and makes it even more imperative that the physician work to create a safe relationship.


Moreover, if we seek to co-create a healing environment in which the patient feels understood (as a basis for constructing a path toward recovery), psychiatry more than any other branch of medicine requires us to attend thoughtfully to the whole person, even to parts of the person’s life that may seem remote from the person’s areas of primary concern. This is especially salient in the general hospital, where a patient’s medical problem may cause clinicians to overlook critically important aspects of the person’s current relationships and social environment, from long-standing psychological issues, and from the person’s spiritual life and orientation. Much of the time, these psychological, social, or spiritual aspects shed a bright light on the nature of the person’s distress (Figure 3-1). There must be time and space in the doctor–patient relationship to know the person from several perspectives13: in the context of the person’s biological ailments and vulnerabilities; in the setting of the person’s current social connections, supports, and stressors; in the context of the person’s earlier psychological issues; and in the face of the person’s spirituality.14





[image: image]

Figure 3-1 Graphic representation of frameworks that facilitate an understanding of the patient.








UNIQUE ASPECTS OF THE DOCTOR–PATIENT RELATIONSHIP IN THE GENERAL HOSPITAL


In the general hospital, the doctor–patient relationship has several unique features. To begin with, a medical problem is usually the cornerstone of doctor–patient encounters. This simple fact has several key consequences.


First, the relationship occurs in the context of a complex interplay of psychiatric and medical symptoms and illnesses (see Figure 2-1) that may each stem from a variety of etiologies; the doctor–patient relationship must assess and attempt to address each of these domains.


Second, the dynamics of power and trust in the doctor–patient relationship may be different than in outpatient settings. In the hospital patients usually have not asked for a meeting with a psychiatrist, nor do they understand why they should have done so. For instance, a psychiatrist may be called to evaluate a patient who is refusing treatment or who has developed hallucinations after a cholecystectomy. The context of care affects the patient’s willingness and ability to engage in a relationship with a psychiatric physician. Doctors must be mindful of patient autonomy—which is typically strained by illness—and strive to maintain a patient-centered approach.


Third, the presence of a primary medical or surgical team changes a dyadic relationship into a complex doctor–patient–doctor triad. Both sets of physicians and the patient can feel pulled in different directions when there is disagreement about treatment. Physicians and patients alike tend to categorize illness and treatments as “medical” and “psychiatric.” 15 Successful doctor–patient relationships collaborate in the service of patient care (Figure 3-2).
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Figure 3-2 Patient–doctor relationships in the general hospital.




Fourth, the hospital environment challenges privacy, space, and time and hinders the clinical encounter. For example, assessing whether a patient who is losing weight after a stroke is depressed may be especially difficult because of barriers to communication. The hospital roommate may have visitors who interrupt or inhibit the patient from expressing himself or herself, or the patient may have intrinsic barriers to communication (e.g., an aphasia or intubation). Clinicians who practice in the general hospital should be aware of the unique aspects of providing care in this setting and tailor their clinical approach accordingly. Chapter 2 reviews some differences in approach, language, and style that may be applicable to care in the general hospital. Ultimately, regardless of setting, the doctor–patient relationship is at the core of the clinical encounter. The following sections will explore provision of patient-centered care, conduct of the clinical interview, and creation of a clinical formulation and treatment plan; all of them are facilitated by a therapeutic doctor–patient relationship.









THE OPTIMAL HEALING ENVIRONMENT: PATIENT-CENTERED CARE


Although cultural factors limit the validity of this generalization, patients generally prefer care that centers on their own concerns; addresses their perspective on these concerns; uses language that is straightforward, is inclusive, and promotes collaboration; and respects the patient as a fully empowered partner in decision-making.16-18 This model of care may be well denoted by the term patient-centered care10,19,20 or, even better, relationship-centered care. In Crossing the Quality Chasm, the Institute of Medicine identified person-centered practices as key to achieving high-quality care that focuses on the unique perspective, needs, values, and preferences of the individual patient.21 Person-centered care involves a collaborative relationship in which two experts—the practitioner and the patient—attempt to blend the practitioner’s knowledge and experience with the patient’s unique perspective, needs, and assessment of outcome.18,22,23


In relationship-centered practice, more than patient-centered practice, the physician does not cede decision-making authority or responsibility to the patient and family but rather enters into a dialogue about what the physician thinks is best. Most patients and families seek a valued doctor’s answer to the question (stated or not), “What would you do if this were your family member?” This transparent and candid collaboration conveys respect and concern. Enhanced autonomy involves a commitment to know the patient deeply, to respect the patient’s wishes, to share information openly and honestly (as the patient desires), to involve others at the patient’s direction, and to treat the patient as a partner (to the greatest extent possible).


In patient-centered care, there is active management of communication to avoid inadvertently hurting, shaming, or humiliating the patient through careless use of language or other slights. When such hurt or other error occurs, the practitioner apologizes clearly and in a heartfelt way to restore the relationship.24


The role of the physician in patient-centered care is one of an expert who seeks to help a patient co-manage his or her health to whatever extent is most comfortable for that particular person. The role is not to cede all important decisions to the patient.21,25


The patient-centered physician attempts to accomplish six goals (Table 3-1).26 First, the physician endeavors to create conditions of welcome, respect, and safety so that the patient can reveal his or her concerns and perspective. Second, the physician endeavors to understand the patient as a whole person, listening to both the “lyrics” and the “music” of what is communicated. Third, the physician confirms and demonstrates his or her understanding through direct, nonjargonistic language to the patient. Fourth, if the physician successfully establishes common ground on the nature of the problem as the patient perceives it, an attempt is made to synthesize these problems into workable diagnoses and problem lists. Fifth, through the use of technical mastery and experience, a path is envisioned toward healing, and it is shared with the patient. Finally, together, the physician and patient can then negotiate the path that makes the most sense for this particular patient.


TABLE 3-1 Six Goals of Patient-Centered Care26






	


• Create conditions of safety, respect, and welcome.



• Seek to understand the patient’s perspective.



• Confirm an understanding of the problem(s) via direct communication.



• Synthesize information into diagnoses and problem lists.



• Formulate and share thoughts about the illness.



• Negotiate a plan of action with the patient.










Through all of this work, the physician models and cultivates a relationship that values candor, collaboration, and authenticity; it should be able to withstand and even welcome conflict, as a healthy part of human relationships.25 In so doing, the physician–patient partnership forges a relationship that can withstand the vicissitudes of the patient’s illness, its treatment, and conflict in the relationship itself. In this way, the health of the physician–patient relationship takes its place as an important element on every problem list, to be actively monitored and nurtured as time passes.






Physician Practice in Patient-Centered Care


Physicians’ qualities have an impact on the doctor–patient relationship. These qualities support and enhance—but are not a substitute for—technical competence and cognitive mastery. Perhaps most important is a quality of mindfulness,27 as described by Messner,28 acquired through a process of constant autognosis, or self-awareness. Mindfulness appreciates that a person’s emotional life (i.e., of both the physician and the patient) has meaning and importance and deserves our respect and attention. Mindfulness involves acceptance of feelings in both parties without judgment and with the knowledge that feelings are separate from acts. It also enhances an awareness of our ideals, values, biases, strengths, and limitations—again, in both the patient and doctor.


Mindfulness, which springs from Buddhist roots,29 has offered wisdom to the practice of psychotherapy (e.g., helping patients tolerate unbearable emotions without action and helping clinicians tolerate the sometimes hideous histories their patients share with them).30 It helps physicians find a calm place from which to build patient relationships.31 Mindfulness also counsels us to be compassionate, without a compulsion to act on feelings. This quality is an invaluable asset to consultation psychiatrists in the general hospital, particularly with difficult patients who evoke strong emotions in medical and surgical teams. Thus the physician can be informed by the wealth of his or her inner emotional life, without being driven to act on these emotions; this can serve as a model for the relationship with the patient.


Empathy (the ability to imagine a patient’s perspective, express genuine care and compassion, and communicate understanding back to the patient) is another important quality for physicians.32 Stated differently, empathy involves “identifying a patient’s emotional state accurately, naming it, and responding to it appropriately.”33 Studies have shown that physician empathy promotes more complete history-taking, enhances patient satisfaction, and improves adherence to treatment.32,34 Conversely, simple reassurance without empathic exploration of the patient’s concerns has been linked to increased visits and cost.35 Empathy may even decrease medical–legal risk;36 one study by Ambady and colleagues suggested that surgeons’ tone of voice corresponded to malpractice rates.37


Communication of empathy can be achieved by both verbal and nonverbal means. Listening, establishing eye contact, expressing emotion (e.g., through facial expressions and body language, such as leaning forward, and modulating the tone of voice) are several components of empathy. Other personal qualities in the physician that promote healthy and vibrant relationships with patients include humility, genuineness, optimism, good humor, candor, a belief in the value of living a full life, and transparency in communication.38


Important communication skills include the ability to elicit the patient’s perspective, help the patient feel understood, explain conditions and options using clear and nontechnical language, generate input and consensus about paths forward in care, acknowledge difficulty in the relationship without aggravating it, welcome input and even conflict, and work through difficulty.39-41


One of the most important ingredients of successful doctor–patient relationships (and one that is in terribly short supply) is time.42 There is simply no substitute for or quick alternative to sitting with a person and taking the time to get to know that person in depth, in a private setting free from intrusions and interruptions. In the general hospital, where there are frequent interruptions, this scenario may seem impossible. However, most physicians know that patients want our full and undivided attention.












COLLABORATION AROUND HISTORY-TAKING


One major goal of an initial interview is to generate a database that will support a comprehensive differential diagnosis. However, there are other overarching goals, including demystifying and explaining the process of collaboration, finding out what is troubling and challenging the patient, co-creating a treatment path to address these problems, understanding the person as a whole, encouraging the patient’s participation, welcoming feedback, and modeling a mindful appreciation of the complexity of human beings (including our inner emotional life).43,44 At the end of the history-taking—or to use more collaborative language, after building a history with the patient45—a conversation should be feasible about paths toward healing and the patient’s and doctor’s mutual roles in that process (in which the patient feels heard, understood, confident in the outcome, and committed to the partnership).


In the general hospital, the psychiatric interview may stem from a request from the medical or surgical team. In this case, it may be tempting to view the interview as serving the primary medical or surgical team. However, the fundamental goals and principles of the interview remain the same. Chapter 4 provides an approach to the key components of the content of a psychiatric interview. Chapter 2 discusses the approach to performing a psychiatric consultation in the general hospital.






Effective Clinical Interviewing


Effective skills and traits for clinical interviewing include friendliness, warmth, a capacity to help patients feel at ease in telling their stories, and an ability to engage the person in a mutual exploration of what is troubling him or her. Demystification of the clinical encounter, by explaining what we are doing before we do it and by making our thinking as transparent and collaborative as possible, promotes good interviews.46 Similarly, pausing often to ask the patient if we understand clearly or seeking the patient’s input and questions promotes bidirectional conversations (rather than one-sided interrogation) and can yield deeper information.47


One useful technique involves offering to tell the patient what we already know about him or her. For example, “I wonder if it would be helpful if I told you what Dr. Smith mentioned to me when she called to refer you to me? That way, if I have any information wrong, you could straighten it out at the outset.” In the emergency department, in which we usually have a chart full of information, or when doing consultations on medical–surgical patients, this technique allows us to “show our cards” before we ask the patient to reveal information about himself or herself. Moreover, by inviting correction, we demonstrate at the outset that we value the person’s input. Last, this technique allows us to put the person’s story in neighborly, nonpathological language, setting the stage for the interview to follow. For example, if the chart reveals that the person has been drinking excessively and may be depressed, we can say, “It looks like you have been having a hard time recently,” leaving to the patient the opportunity to fill in details.48


Having opened the interview, the doctor remains quiet to make room for the person to tell his or her story, encouraging (with body language, open-ended questions, and other encouragement) the person to say more. The temptation to jump too early to closed-ended symptom checklists should be eschewed. One study of 73 recorded doctor–patient encounters revealed that doctors interrupted patients after an average of 18 seconds and did not allow them to complete their opening statement in 69% of cases.49 We should venture to listen deeply, to both the words and the music.


After a reasonable amount of time, it is often helpful for the physician to summarize what he or she has heard and to establish whether he or she understands accurately what the patient is trying to say. Saying “Let me see if I understand what you are saying so far” is a good way of moving to this part of the interview. In reflecting back to the patient our summary of what we have heard, careful use of language is important. Whenever possible, use of inflammatory or otherwise inadvertently hurtful language should be avoided (“So it sounds like you were hallucinating and perhaps having other psychotic symptoms”) in favor of neighborly, neutral language (“Sounds like things were difficult—did I understand you to say you were hearing things that troubled you?”). Whenever possible, it is preferable to use the exact words that the patient has used to describe his or her emotional state. For example, if the person says, “I have been feeling so tired, just so very, very tired—I feel like I have nothing left,” and we say, “It sounds as if you have been exhausted,” we may or may not convey to the person that we have understood them; however, if we say, “You have been just so terribly tired,” it is more likely that the person will feel understood.


One measure of rapport comes from getting the “nod”—that is, simply noticing if in the early stages of the interview, the patient is nodding at us in agreement and otherwise giving signs of understanding and of feeling understood.46 If the nod is absent, it is a signal that something is amiss—either we have missed something important, have inadvertently offended the person, have failed to explain our process, or have otherwise derailed the relationship. A clinical interview without the nod is an interview in peril. Often a simple apology if a person has been kept waiting or an acknowledgment of something in common (“Interesting—I grew up in Maryland, too!”) can go a long, long way toward creating connection and rapport.


Having established a tone of collaboration, identified the problem, and gotten the nod, the next area of focus is the history of present illness. Letting the person tell his or her story is important when eliciting the history of present illness. For many people, it is a deeply healing experience merely to be listened to in an empathic and attuned way.48 It is best to listen actively (by not interrupting and by not focusing solely on establishing the right diagnosis) and to make sure to “get it right” from the patient’s point of view. When the physician hypothesizes that the patient’s problem may be more likely to be in the psychological or interpersonal realm, it is especially important to give the patient a chance to share what is troubling him or her in an atmosphere of acceptance and empathy. For many people it is a rare and healing experience to be listened to attentively, particularly about a subject that may have been a source of private suffering for some time.


In taking the history of present illness, under the pressure of time, the physician may erroneously rely too heavily on symptom checklists or ask a series of closed-ended questions to rule in or rule out a particular diagnosis (e.g., major depression). Doing this increases the risk of prematurely closing off important information that the patient might otherwise impart about the social or psychological aspects of the situation.


Having sketched in the main parameters of the person’s history of the current issue, it may be wise to inquire about the last time the patient felt well with respect to this problem: the earliest symptoms recollected; associated stresses, illnesses, and changes in medications; attempts to solve the problem and their effects; and how the person elected to get help for the problem at the present time. This may be a time to summarize, review, and request clarification.


As the interviewer moves to different sections of the history, he or she may want to consider explaining what he or she is doing and why: “I’d like now to ask some questions about your psychiatric history, if any, to see if anything like this has happened before.” This guided interviewing tends to demystify what the interviewer is doing and to elicit collaboration.46,50Chapter 4 discusses each component of the psychiatric interview in more detail.


The social and developmental history offers a rich opportunity for data-gathering in the social and psychological realms. Where the person grew up, what family life was like, what culture the person identifies with, how far the person advanced in school, what subjects the person preferred, and what hobbies and interests the person has are all fertile lines of pursuit. Marital and relationship history, whether the person has been in love, who the person admires most, and who has been most important in the person’s life are even deeper probes into this aspect of the person’s experience. A deep and rapid probe into a person’s history can often be achieved by the simple question, “What was it like for you growing up in your family?”51 Spiritual orientation and practice (e.g., whether the person ever had a spiritual practice and, if so, what happened to change it) fit well into this section of the history.52


The formal mental status examination continues the line of inquiry that was begun in the history of present illness (i.e., the symptom checklists to rule in or rule out diagnostic possibilities and to ask more about detailed signs and symptoms to establish pertinent positives and negatives in the differential diagnosis).


An extremely important area, and one all too frequently given short shrift in diagnostic evaluations, is the area of the person’s strengths and capabilities. As physicians, we are trained in the vast nosology of disease and pathology, and we admire the most learned physician as one who can detect the most subtle or obscure malady; indeed, these are important physicianly strengths, to be sure. But there is regrettably no comparable nosology of strengths and capabilities. Yet, in the long road to recovery it is almost always the person’s strengths on which the physician relies to make a partnership toward healing. It is vitally important that the physician note these strengths and let the person know that the physician sees and appreciates them.45


Sometimes strengths are obvious (e.g., high intelligence in a young person with a first-break psychosis or a committed and supportive family surrounding a person with recurrent depression). At other times, strengths are more subtle or even counterintuitive—for example, seeing that a woman who cuts herself repeatedly to distract herself from the agony of remembering past abuse has found a way to live with the unbearable; to some extent this is true, and this is a strength. Notable, too, may be her strength to survive, her faith to carry on, and other aspects of her life (e.g., a history of playing a musical instrument, a loving concern for children, a righteous rage that galvanizes her to make justice in the world). Whatever the person’s strengths, we must note them, acknowledge them, and remember them. An inability to find strengths and capacities to admire in a patient (alongside other attributes that may be a great deal less admirable) is almost always a sign of countertransference malice and bears careful thought and analysis.


Finally, a clinical diagnostic interview should always include an opportunity for the patient to offer areas for discussion: “Are there areas of your life that we have not discussed that you think would be good for me to know about?” or “Are there things we have mentioned that you’d like to say more about?” or “Is there anything I haven’t asked you about that I should have?”












PLANNING THE PATH FORWARD: CREATING A CLINICAL FORMULATION


Having heard the patient’s story, the physician next formulates an understanding of the person that can lead to a mutually developed treatment path. A formulation is not the same thing as a diagnosis. A diagnosis describes a condition that can be reasonably delineated and described to the person and that implies a relatively foreseeable clinical course; usually it implies options of courses of treatment. As important as a diagnosis is in clinical medicine, a diagnosis alone is insufficient for effective treatment planning and is an inadequate basis for work by the doctor–patient dyad.


In psychiatry one method for creating a formulation is to consider each patient from a bio-socio-psycho-spiritual perspective, thinking about each patient from each of four perspectives.14 The first of these is biological: Could the person’s suffering be due, entirely or in part, to a biological condition of some sort (either from an acquired condition [such as hypothyroidism] or a genetic “chemical imbalance” [such as some forms of depression and bipolar disorder])? The second model is social: Is there something going on in the person’s life that is contributing to his or her suffering, such as an abusive relationship, a stressful job, a sick child, or financial trouble? The third model is psychological: Although this model is more subtle, most patients will acknowledge that practically everyone has baggage from the past, and sometimes this baggage contributes to a person’s difficulties in the present. The fourth model is spiritual: Although this model is not relevant for all people, sometimes it is very important. For people who at one point had faith but lost it or for whom life feels empty and meaningless, conversation about the spiritual aspects of their suffering sometimes taps into important sources of difficulty and sometimes into resources for healing.52


These four models—biological “chemical imbalances,” current social stressors, psychological baggage, and spiritual issues—taken together provide an excellent framework for understanding most people (see Figure 3-1). One of the beauties of this method is that these models are not particularly pathologizing or shame-inducing. On the contrary, they are normalizing and emphasize that all of us are subject to these same challenges. This opens the way to collaboration.


Whereas the biological, social, and spiritual models are fairly easy to conceptualize, the formulation of psychological issues can seem particularly daunting to physicians and to patients alike, given that every person is dizzyingly complex. It can seem almost impossible to formulate a psychological perspective of a person’s life that is neither simplistic and jargon-ridden nor uselessly complex (and often jargon-ridden). A useful method for making sense of the psychological aspects of the person’s life is to consider whether there are recurrent patterns of difficulty, particularly in important relationships as the person looks back on his or her life.14 The most useful information when assessing this model is information about the most important relationships in this person’s life (in plain, nontechnical terms—not only current important relationships, for which we need to assess current social function, but also past important relationships). In this way, for example, it may become clear that the person experienced his relationship with his father as abusive and hurtful and has not had a relationship with any other person in authority since then that has felt truly helpful and supportive. This information in turn may shed light on the person’s current work problems and illuminate some of the person’s feelings of depression.


Underlying our inquiry regarding whether there may be significant recurrent patterns in the person’s life that shed light on his or her current situation is the critical notion that these patterns almost always began as attempts to cope and represent creative adaptations or even strengths. Often, these patterns—even when they involve self-injury or other clearly self-destructive behaviors—began as creative solutions to apparently insoluble problems. For example, self-injury may have represented a way of mastering unbearable feelings and may have felt like a way of being in control while remaining alive under unbearable circumstances. It is important that the doctor appreciate that most of the time these self-defeating behaviors began as solutions and often continue to have adaptive value in the person’s life. If we fail to appreciate the creative, adaptive side of the behavior, the person is likely to feel misunderstood, judged harshly, and possibly shamed.


Practically everyone finds the four models understandable and meaningful. Moreover, and importantly, these four models avoid language that overly pathologizes the person, and they use language that tends to universalize the patient’s experience. This initial formulation can be a good platform for a more in-depth discussion of diagnostic possibilities. With this framework the differential diagnosis can be addressed from a biological perspective, and acute social stressors can be acknowledged. The diagnosis and treatment can be framed in a manner consistent with the person’s spiritual orientation. Fleshing out the psychological aspects can be more challenging, but this framework creates a way of addressing psychological patterns in a person’s life and his or her interest in addressing them and ability to do so.









TREATMENT PLANNING


Having a good formulation as a frame for a comprehensive differential diagnosis permits the doctor and the patient to look at treatment options (including different modalities or even alternative therapies or solutions not based in traditional medicine). It is possible from this vantage point to look together at the risks and benefits of various approaches, as well as the demands of different approaches (the time and money invested in psychotherapy, for example, or the side effects that are expectable in many medication trials). The sequence of treatments, the location, the cost, and other parameters of care can all be made explicit and weighed together.


This approach also is effective in dealing with situations in which the physician’s formulation and that of the patient differ, so that consultation and possibly mediation can be explored.14 For example, the physician’s formulation and differential diagnosis for a person might be that the person’s heavy drinking constitutes alcohol abuse or possibly dependence and that cessation from drinking and the active pursuit of sobriety is a necessary part of the solution to the patient’s chronic severe anxiety and depression. The patient, on the other hand, may feel that if the doctor were offering more effective treatment for his anxiety and depression, he would then be able to stop drinking. An explicit formulation enables the patient and the doctor to see where and how they disagree and to explore alternatives. For example, in the case cited the physician could offer to meet with family members with the patient, so both could get family input into the preferred solution; alternatively, the physician could offer the patient a referral for expert psychopharmacological consultation to test the patient’s hypothesis.


In either case, however, the use of an explicit formulation in this way can identify problems and challenges early in the evaluation phase and can help the physician avoid getting involved in a treatment under conditions that make it likely to fail. Mutual expectations can be made clear (e.g., the patient must engage in a 12-step program, get a sponsor, and practice sobriety for the duration of the treatment together), and the disagreement can be used to forge a strong working relationship, or the physician and patient may agree not to work together.


The formulation and differential diagnosis are of course always in flux, as more information becomes available and the doctor and patient come to know each other more deeply. Part of the doctor’s role is to welcome and nurture, to change, and to promote growth, allowing the relationship to grow as part of the process (Table 3-2).14


TABLE 3-2 Strategies to Build the Doctor–Patient Relationship






	


• Encourage the patient to tell his or her story.



• Explain the process of the clinical encounter at the outset.



• Use open-ended questions early in the interview.



• Elicit the patient’s understanding of the problems.



• Summarize information and encourage the patient to correct any misinformation.



• Look for the “nod” as an indication of collaboration.



• Provide transitional statements when moving to new sections of the history.



• End the interview with an opportunity for the patient to add or correct information.



• Formulate according to the bio-psycho-social-spiritual model.



• Share your formulation with the patient and negotiate a plan for treatment.

















OBSTACLES AND DIFFICULTIES IN THE DOCTOR–PATIENT RELATIONSHIP


Lazare and colleagues23 pioneered the patient’s perspective as a customer of the health care system. Lazare12 subsequently addressed the profound importance of acknowledging the potential for shame and humiliation in the doctor–patient encounter and most recently has written a treatise on the nature and power of true, heartfelt apology.24 Throughout his work, Lazare has addressed the inevitable occurrence of conflict in the doctor–patient relationship (as in all important human relationships) and offered wise counsel for negotiating with the patient as a true partner to find creative solutions.53


Conflict and difficulty may arise from the very nature of the physician’s training, language, or office environment. Physicians who use overly technical, arcane, or obtuse language distance themselves and make communication difficult. Physicians may lose sight of how intimidating, arcane, and forbidding medical practice—perhaps especially psychiatry—can appear to the uninitiated, unless proactive steps toward demystification occur. Similarly, overreliance on so-called objective measures, such as symptom checklists, questionnaires, tests, and other measurements, may speed diagnosis but alienate patients from effective collaboration. More insidious may be assumptions regarding the supposed incapacity of psychiatric patients to be full partners in their own care. Hurtful, dismissive language or a lack of appreciation for the likelihood that a patient has previously experienced hurtful care may damage the relationship.15 Overly brief, symptom-focused interviews that fail to address the whole person, as well as his or her preferences, questions, and concerns, are inadequate foundations for an effective relationship.


Conflict may also arise from the nature of the problem to be addressed. In general, patients are interested in their illness—how they experience their symptoms, how their health can be restored, how to ameliorate their suffering—whereas physicians are often primarily concerned with making an accurate diagnosis of an underlying disease.54 Moreover, physicians may erroneously believe that the patient’s chief complaint is the one that the patient gives voice to first, whereas patients often approach their doctors warily, not leading with their main concern, which they may not voice at all unless conditions of safety and trust are established.55 Any inadvertent shaming of the patient makes the emergence of the real concern all the less likely.12


Physicians may misunderstand a patient’s readiness to change and assume that once a diagnosis or problem is identified, the patient is prepared to work to change it. In actuality, a patient may be unable or unwilling to acknowledge the problem that is obvious to the physician or, even if able to acknowledge it, may not be prepared to take serious action to change it. Clarity about where the patient is in the cycle of change56,57 can clarify such misunderstanding and help the physician direct his or her efforts at helping the patient become more ready to change, rather than fruitlessly urging change to which the patient is not committed. Similarly, physicians may underestimate social, psychological, or spiritual aspects of a person’s suffering that complicate the person’s willingness or ability to partner with the physician toward change. A deeply depressed patient, for example, whose sense of shame and worthlessness is so profound that the person feels that he or she does not deserve to recover, may be uncooperative with a treatment regimen until these ideas are examined in an accepting and supportive relationship.


Conflict may arise, too, over the goals of the work. Increasingly, mental health advocates and patients promote recovery as a desired outcome of treatment, even for severe psychiatric illness. Working toward recovery in schizophrenia or bipolar disorder, which most psychiatrists regard as lifelong conditions that require ongoing management, may seem unrealistic or even dishonest.58


It may be useful for physicians to be aware that the term recovery is often used in the mental health community to signify a state analogous to recovery from alcoholism or other substance abuse.59 In this context, one is never construed to be a recovered alcoholic but rather a recovering alcoholic—someone whose sobriety is solid; who understands his or her condition and vulnerabilities well; who takes good care of himself or herself; and who is ever alert to risks of relapse, to which the person is vulnerable for his or her entire life.


In a mental health context, recovery similarly connotes a process of reclaiming one’s life, taking charge of one’s options, and stepping out of the position of passivity and victimization that major mental illness often entails, particularly if it involves involuntary treatment, stigmatization, or downright oppression. From this perspective, recovery means moving beyond symptomatic control of the disease to having a full life of one’s own design (including work, friends, sexual relationships, recreation, political engagement, spiritual involvement, and other aspects of a full and challenging life).


Other sources of conflict in the doctor–patient relationship may include conflict over methods of treatment (a psychiatrist, perhaps, who emphasizes medication to treat depression to the exclusion of other areas of the patient’s life, such as a troubled and depressing marriage), over the conditions of treatment (e.g., the frequency of interactions or access to the physician after hours), or over the effectiveness of treatment (e.g., the psychiatrist believes that antipsychotic medications restore a patient’s function, whereas the patient believes the same medications create a sense of being drugged and “not myself”).18


In these examples, as in so many challenges on the journey of rendering care, an answer may lie not solely in the doctor’s offered treatment, nor in the patient’s resistance to change, but in the vitality, authenticity, and effectiveness of the doctor–patient relationship.









CONCLUSION


The doctor–patient relationship is a key driver of clinical outcomes—both in promoting desired results and in preventing adverse outcomes. An effective doctor–patient relationship involves both parties in co-creating a working relationship that is reliable, effective, and durable. The doctor–patient relationship in the general hospital has several unique features, including limited privacy, the interplay of medical and psychiatric illness, and the interplay of relationships among the psychiatrist, the patient, and the medical or surgical team. The relationship promotes good outcomes by creating an empowered, engaged, and active partnership with patients who feel heard and accurately understood by their physicians. Successful relationships require physicians to practice a welcoming stance, participatory decision-making, and mindfulness about both the patient’s and the physician’s inner lives. Especially in psychiatry, the physician must understand and relate to the patient as a whole person, which requires both accurate diagnosis and formulation, blending biological, social, psychological, and spiritual perspectives. Conflict is an inevitable aspect of all important relationships and, properly managed, can deepen and strengthen them. In the doctor–patient relationship, conflict can arise from many sources and can either derail the relationship or provide an opportunity to improve communication, alliance, and commitment.
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4 The Psychiatric Interview




Eugene V. Beresin, M.A., M.D., Margot Phillips, M.D., Christopher Gordon, M.D.





The purpose of the initial psychiatric interview is to build a relationship and a therapeutic alliance with an individual or a family, to collect, organize, and synthesize information about present and past thoughts, feelings, and behaviors. The relevant data derive from several sources: observing the patient’s behavior with the examiner and with others present (including medical staff); attending to the emotional responses of the examiner; obtaining pertinent medical, psychiatric, social, cultural, and spiritual history (using collateral resources if possible); and performing a mental status examination. The initial evaluation should enable the practitioner to develop a clinical formulation that integrates biological, psychological, and social dimensions of a patient’s life and establish provisional clinical hypotheses and questions—the differential diagnosis—that need to be tested empirically in future clinical work.


A collaborative review of the formulation and differential diagnosis can provide a platform for developing (with the patient) options and recommendations for treatment, taking into account the patient’s amenability for therapeutic intervention.1 Finally, the interview must generate a relationship both with the patient and with the primary medical or surgical team as the basis of future collaboration for treatment.


Few medical encounters are more intimate and potentially frightening and shameful than the psychiatric examination.2 As such, it is critical that the examiner create a safe space for the kind of deeply personal self-revelation required.


Several methods of the psychiatric interview are examined in this chapter. These methods include the following: promoting a healthy and secure attachment between doctor and patient that promotes self-disclosure and reflection and lends itself to the creation of a coherent narrative of the patient’s life; appreciating the context of the interview that influences the interviewer’s clinical technique; establishing an alliance around the task at hand and fostering effective communication; collecting data necessary for creating a formulation of the patient’s strengths and weaknesses, a differential diagnosis, and recommendations for treatment, if necessary; educating the patient about the nature of emotional, behavioral, and interpersonal problems and psychiatric illnesses (while preparing the patient for a psychiatric intervention, if indicated and agreed on, and setting up arrangements for follow-up); using special techniques with children, adolescents, and families; understanding difficulties and errors in the psychiatric interview; and documenting the clinical findings for the medical record and communicating with other clinicians involved in the patient’s care.






LESSONS FROM ATTACHMENT THEORY, NARRATIVE MEDICINE, AND MINDFUL PRACTICE







“I’m the spirit’s janitor. All I do is wipe the windows a little bit so you can see for yourself.”


Godfrey Chips, Lakota Medicine Man3





Healthy interactions with “attachment figures” in early life (e.g., parents) promote robust biological, emotional, and social development in childhood and throughout the life cycle.4 The foundations for attachment theory are based on research findings in cognitive neuroscience, genetics, and brain development, and they indicate an ongoing and lifelong dance between an individual’s neural circuitry, genetic predisposition, brain plasticity, and environmental influences.5 Secure attachments in childhood foster emotional resilience6 and generate skills and habits of seeking out selected attachment figures for comfort, protection, advice, and strength. Relationships based on secure attachments lead to effective use of cognitive functions, emotional flexibility, enhancement of security, assignment of meaning to experiences, and effective self-regulation.5 In emotional relationships of many sorts, including the student–teacher and doctor–patient relationships, there may be many features of attachment present (such as seeking proximity, or using an individual as a “safe haven” for soothing and as a secure base).7


What promotes secure attachment in early childhood, and how may we draw from this in understanding a therapeutic doctor–patient relationship and an effective psychiatric interview? The foundations for secure attachment for children (according to Siegel) include several attributes ascribed to parents5 (Table 4-1).


TABLE 4-1 Elements That Contribute to Secure Attachments






	


• Communication that is collaborative, resonant, mutual, and attuned to the cognitive and emotional state of the child.



• Dialogue that is reflective and responsive to the state of the child. This creates a sense that subjective experience can be shared, and allows for the child “being seen.” It requires use of empathy, “mindsight,” and an ability to “see,” or be in touch with, the child’s state of mind.



• Identification and repair of miscommunications and misunderstandings. When the parent corrects problems in communication, the child can make sense of painful disconnections. Repair of communication failures requires consistent, predictable, reflective, intentional, and mindful caregiving. The emphasis here is on mindfulness and reflection. Mindfulness in this instance is an example of a parent’s ability for self-awareness, particularly of his or her emotional reactions to the child and the impact of his or her words and actions on the child.



• Emotional communication that involves sharing feelings that amplify the positive and mitigate the negative.



• Assistance in the child’s development of coherent narratives that connect experiences in the past and present, creating an autobiographical sense of self-awareness (using language to weave together thoughts, feelings, sensations, and actions as a means of organizing and making sense of internal and external worlds).










We must always be mindful not to patronize our patients and to steer clear of the paternalistic power dynamics that could be implied in analogizing the doctor–patient relationship to one between parent and child; nonetheless, if we substitute “doctor” for “parent” and similarly substitute “patient” for “child,” we can immediately see the relevance to clinical practice. We can see how important each of these elements is in fostering a doctor–patient relationship that is open, honest, mutual, collaborative, respectful, trustworthy, and secure. Appreciating the dynamics of secure attachment also deepens the meaning of “patient-centered” care. The medical literature clearly indicates that good outcomes and patient satisfaction involve physician relationship techniques that center on reflection, empathy, understanding, legitimization, and support.8,9 Patients reveal more about themselves when they trust their doctors, and trust has been found to relate primarily to behavior during clinical interviews9 rather than to any preconceived notion of competence of the doctor or behavior outside the office.


Particularly important in the psychiatric interview is the facilitation of a patient’s narrative. The practice of narrative medicine involves an ability to acknowledge, absorb, interpret, and act on the stories and struggles of others.10 Charon10 describes the process of listening to patients’ stories as a process of following the biological, familial, cultural, and existential thread of the situation. It encompasses recognizing the multiple meanings and contradictions in words and events; attending to the silences, pauses, gestures, and nonverbal cues; and entering the world of the patient, while simultaneously arousing the doctor’s own memories, associations, creativity, and emotional responses—all of which are seen in some way by the patient.10 Narratives, like all stories, are co-created by the teller and the listener. Storytelling is an age-old part of social discourse that involves sustained attention, memory, emotional responsiveness, nonverbal responses and cues, collaborative meaning-making, and attunement to the listener’s expectations. It is a vehicle for explaining behavior. Stories and storytelling are pervasive in society as a means of conveying symbolic activity, history, communication, and teaching.5 If a physician can assist the patient in telling his or her story effectively, reliable and valid data will be collected and the relationship solidified. Narratives are facilitated by authentic, compassionate, and genuine engagement.


A differential diagnosis detached from the patient’s narrative is arid; even if it is accurate it may not lead to an effective and mutually designed treatment path. By contrast, an accurate and comprehensive differential diagnosis that is supported by an appreciation of the patient’s narrative is experienced by both patient and physician as more three-dimensional, more real, and more likely to lead to a mutually created and achievable plan, with which the patient is much more likely to “comply.”


Creating the optimal conditions for a secure attachment and the elaboration of a coherent narrative requires mindful practice. Just as the parent must be careful to differentiate his or her emotional state and needs from the child’s and be aware of conflicts and communication failures, so too must the mindful practitioner. Epstein11 noted that mindful practitioners attend in a nonjudgmental way to their own physical and mental states during the interview. Their critical self-reflection allows them to listen carefully to a patient’s distress, to recognize their own errors, to make evidence-based decisions, and to stay attuned to their own values so that they may act with compassion, technical competence, and insight.11


Self-reflection is critical in psychiatric interviewing. Reflective practice entails observing ourselves (including our emotional reactions to patients, colleagues, and illness); our deficits in knowledge and skill; our personal styles of communicating; our responses to personal vulnerability and failure; our willingness or resistance to acknowledge error, to apologize, and to ask for forgiveness; and our reactions to stress. Self-awareness allows us to be aware of our own thinking, feelings, and action while we are in the process of practicing. By working in this manner, a clinician enhances his or her confidence, competence, sensitivity, openness, and lack of defensiveness—all of which assist in fostering secure attachments with patients, and help them share their innermost fears, concerns, and problems.









THE CONTEXT OF THE INTERVIEW: FACTORS INFLUENCING THE FORM AND CONTENT OF THE INTERVIEW


All interviews occur in a context. Awareness of the context may require modification of clinical interviewing techniques. There are four elements to consider: the setting, the situation, the subject, and the significance.12






The Setting


Patients are exquisitely sensitive to the environment in which they are evaluated. There is a vast difference between being seen in an emergency department (ED), on a medical floor, on an inpatient or partial hospital unit, in a psychiatric outpatient clinic, in a private doctor’s office, in a school, or in a court clinic. In the ED or on a medical or surgical floor, space for private, undisturbed interviews is usually inadequate. Such settings are filled with action, drama, and hospital personnel who race around. ED visits may require long waits and contribute to impersonal approaches to patients and negative attitudes towards psychiatric patients. For a patient with borderline traits who is in crisis, this can only create extreme frustration and exacerbate chronic fears of deprivation, betrayal, abandonment, aloneness, and regression.13 For these and for higher functioning patients, the public nature of the environment and the frantic pace of the emergency service may make it difficult for the patient to present personal, private material calmly. It is always advisable to ask the patient directly how comfortable he or she feels in the examining room, and to try to ensure privacy and a quiet environment with minimal distractions.


The setting must be comfortable for the patient and the physician. If the patient is agitated, aggressive, or threatening, it is always important to calmly assert that the examination must require that everyone is safe and that we will only use words and not actions during the interview. Hostile patients should be interviewed in a setting in which the doctor is protected. In some instances, local security may need to be called to ensure safety.









The Situation


Many individuals seek psychiatric help because they are aware that they have a problem. Given the limitations placed on psychiatrists by some managed care panels, access to care may be severely limited. It is not unusual for a patient to present to an ED in crisis after having called multiple psychiatrists, only to find that their practices are all filled. The frustrating process of finding a psychiatrist sets the stage for some patients to either disparage the field and the health care system, or to idealize the psychiatrist who has made the time for the patient. In either case, much goes on before the first visit that may significantly affect the initial interview. To complicate matters, the evaluator needs to understand previous experience with psychiatrists and psychiatric treatment. Sometimes a patient had a negative experience with another psychiatrist—perhaps the result of a mismatch of personalities, a style that was ineffective, a treatment that did not work, or other problems. Many will wonder about a repeat performance. In all cases, in the history and relationship building, it is propitious to ask about previous treatments (e.g., what worked and what did not, and particularly how the patient felt about the psychiatrist). There should be reassurance that this information is held in confidence, though in a hospital setting the clinician should discuss that information may be shared with the medical or surgical team.


Other patients may come reluctantly or even with great resistance. Many arrive in the ED at the request or demand of a loved one, friend, colleague, or employer because of behaviors deemed troublesome. The patient may deny any problem or simply be too terrified to confront a condition that is bizarre, unexplainable, or “mental.” Some conditions are ego-syntonic, such as anorexia nervosa. A patient with this eating disorder typically sees the psychiatrist as the enemy—as a doctor who wants to make her “get fat.” For resistant patients, it is often very useful to address the issue at the outset. With an anorexic patient referred by her internist and brought in by family, one could begin by saying, “Hi, Ms. Jones. I know you really don’t want to be here. I understand that your doctor and family are concerned about your weight. I assure you that my job is first and foremost to understand your point of view. Can you tell me why you think they wanted you to see me?” Another common situation with extreme resistance is the individual with alcohol abuse who is brought in by a spouse or friend (and clearly not ready to stop drinking). In this case you might say, “Good morning, Mr. Jones. I heard from your wife that she is really concerned about your drinking, and your safety, especially when driving. First, let me tell you that neither I nor anyone else can stop you from drinking. That is not my mission today. I do want to know what your drinking pattern is, but more than that, I want to get the picture of your entire life to understand your current situation.” Extremely resistant patients may be brought involuntarily to an emergency service, often in restraints, by police or ambulance, because they are considered dangerous to themselves or others. It is typically terrifying, insulting, and humiliating to be physically restrained. Regardless of the reasons for admission, unknown to the psychiatrist, it is often wise to begin the interview as follows: “Hi, Ms. Carter, my name is Dr. Beresin. I am terribly sorry you are strapped down, but the police and your family were very upset when you locked yourself in the car and turned on the ignition. They found a suicide note on the kitchen table. Everyone was really concerned about your safety. I would like to discuss what is going on, and see what we can do together to figure things out.”


In the general hospital, a physician is commonly asked to perform a psychiatric evaluation on a patient who is hospitalized on a medical or surgical service with symptoms arising during medical or surgical treatment. These patients may be delirious and have no idea that they are going to be seen by a psychiatrist. This was never part of their agreement when they came into the hospital for surgery, and no one may have explained the risk of delirium. Some may be resistant, others confused. Other delirious patients are quite cognizant of their altered mental status and are extremely frightened. They may wonder whether the condition is going to continue forever. For example, if we know a patient has undergone abdominal surgery for colon cancer, and has been agitated, sleepless, hallucinating, and delusional, a psychiatric consultant might begin, “Good morning, Mr. Harris. My name is Dr. Beresin. I heard about your surgery from Dr. Rand and understand you have been having some experiences that may seem kind of strange or frightening to you. Sometimes after surgery, people have a reaction to the procedure or the medications used that causes difficulties with sleep, agitation, and mental confusion. This is not unusual, and it is generally temporary. I would like to help you and your team figure out what is going on and what we can do about this.” Other requests for psychiatric evaluation may require entirely different skills, such as when the medical team or emergency service seeks help for a family who lost a loved one.


In each of these situations, the psychiatrist needs to understand the nature of the situation and to take this into account when planning the evaluation. In the aforementioned examples, only the introduction was addressed. However, when we see the details (discussed next) about building a relationship and modifying communication styles and questions to meet the needs of each situation, other techniques might have to be employed to make a therapeutic alliance. It is always helpful to find out as much ancillary information as possible before the interview. This may be done by talking with the medical team and primary care physicians, by looking in an electronic medical record or patient chart, and by talking with family, friends, or professionals (such as police or emergency medical technicians).









The Subject


Naturally, the clinical interview needs to take into account features of the subject (including age, developmental level, gender, and cultural background, among others). Moreover, one needs to determine “who” the patient is. In families, there may be an identified patient (e.g., a conduct-disordered child or a child with chronic abdominal pain). However, the examiner must keep in mind that psychiatric and medical syndromes do not occur in a vacuum. Although the family has determined an “identified patient,” the examiner should consider that, when evaluating the child, all members of the environment need to be part of the evaluation. A similar situation occurs when an adult child brings in an elderly demented parent for an evaluation. It is incumbent on the evaluator to consider the home environment and caretaking, in addition to simply evaluating the geriatric patient. In couples, one or both may identify the “other” as the “problem.” An astute clinician remains neutral (i.e., does not “take sides”) and allows each person’s perspective to be clarified.


Children and adolescents require special consideration. Though they may, indeed, be the “identified patient,” they are embedded in a home life that requires evaluation; the parent(s) or guardian(s) must help administer any prescribed treatment (e.g., psychotropic or behavioral). Furthermore, the developmental level of the child needs to be considered in the examination. Young children may not be able to articulate what they are experiencing. For example, an 8-year-old boy who has panic attacks may simply throw temper tantrums and display oppositional behavior when asked to go to a restaurant. Although he may be phobic about malls and restaurants, his parents simply see his behavior as defiance. When asked what he is experiencing, he may not be able to describe palpitations, shortness of breath, fears of impending doom, or tremulousness. However, if he is asked to draw a picture of himself at the restaurant, he may draw himself with a scared look on his face and with jagged lines all around his body. Then when specific questions are asked, he is able to acknowledge many classic symptoms of panic disorder. Chapter 42 will address the evaluation of children in greater detail.


Evaluation of adolescents raises additional issues. While some may come willingly, others are dragged in against their will. In this instance, it is very important to identify and to empathize with the teenager: “Hi, Tony. I can see this is the last place you want to be. But now that you’ve been hauled in here by your folks, we should make the best of it. Look, I have no clue what is going on, and don’t even know if you are the problem! Why don’t you tell me your story?” Teenagers may indeed feel like hostages. They may have bona fide psychiatric disorders or may be stuck in a terrible home situation. The most important thing the examiner must convey is that the teenager’s perspective is important, and that this will be looked at, as well as the parent’s point of view. It is also critical to let adolescents, as all patients, know about the rules and limits of confidentiality. Many children think that whatever they say will be directly transmitted to their parents. Surely this is their experience in school. However, there are clear guidelines about adolescent confidentiality, and these should be delineated at the beginning of the clinical encounter. Confidentiality is a core part of the evaluation, and it will be honored for the adolescent; it is essential that this be communicated to them so they may feel safe in divulging very sensitive and private information without fears of repercussion. Issues such as sexuality, sexually transmitted diseases, substance abuse, and mental health are protected by state and federal statutes. There are, however, exceptions; one major exception is that if the patient or another is in danger by virtue of an adolescent’s behavior, confidentiality is waived.14









The Significance


Psychiatric disorders are commonly stigmatized and subsequently are often accompanied by profound shame, anxiety, denial, fear, and uncertainty. Patients generally have a poor understanding of psychiatric disorders, either from lack of information, myth, or misinformation from the media (e.g., TV, radio, and the Internet).15 Many patients have preconceived notions of what to expect (bad or good), based on the experience of friends or family. Some patients, having talked with others or having searched online, may be certain or very worried that they suffer from a particular condition, and this may color the information presented to an examiner. A specific syndrome or symptom may have idiosyncratic significance to a patient, perhaps because a relative with a mood disorder was hospitalized for life, before the deinstitutionalization of people with mental disorders. Hence, he or she may be extremely wary of divulging any indication of severe symptoms lest lifelong hospitalization result. Obsessions or compulsions may be seen as clear evidence of losing one’s mind, having a brain tumor, or becoming like Aunt Jessie with a chronic psychosis.12 Some patients (based on cognitive limitations) may not understand their symptoms. These may be normal, such as the developmental stage in a school-age child, whereas others may be a function of mental retardation, Asperger syndrome, or cerebral lacunae secondary to multiple infarcts following embolic strokes.


Finally, there are significant cultural differences in the way mental health and mental illness are viewed. Culture may influence health-seeking and mental health–seeking behavior, the understanding of psychiatric symptoms, the course of psychiatric disorders, the efficacy of various treatments, or the kinds of treatments accepted.16 Psychosis, for example, may be viewed as possession by spirits. Some cultural groups have much higher completion rates for suicide, and thus previous attempts in some individuals should be taken more seriously. Understanding the family structure may be critical to the negotiation of treatment; approval by a family elder could be crucial in the acceptance of professional help.












ESTABLISHING AN ALLIANCE AND FOSTERING EFFECTIVE COMMUNICATION


Studies of physician–patient communication have demonstrated that good outcomes flow from effective communication; developing a good patient-centered relationship is characterized by friendliness, courtesy, empathy, and partnership building, and by the provision of information. Positive outcomes have included benefits to emotional health, symptom resolution, and physiological measures (e.g., blood pressure, blood glucose level, and pain control).17-20


In 1999 leaders and representatives of major medical schools and professional organizations convened at the Fetzer Institute in Kalamazoo, Michigan, to propose a model for doctor–patient communication that would lend itself to the creation of curricula for medical and graduate medical education, and for the development of standards for the profession. The goals of the Kalamazoo Consensus Statement21 were to foster a sound doctor–patient relationship and to provide a model for the clinical interview. The key elements of this statement are summarized in Table 4-2, and are applicable to the psychiatric interview.


TABLE 4-2 Building a Relationship: The Fundamental Tasks of Communication






	


• Elicit the patient’s story while guiding the interview by diagnostic reasoning.



• Maintain an awareness that feelings, ideas, and values of both the patient and the doctor influence the relationship.



• Develop a partnership with the patient and form an alliance in which the patient participates in decision-making.



• Work with patients’ families and support networks.









	
Open the Discussion



• Allow the patient to express his or her opening statement without interruption.



• Encourage the patient to describe a full set of concerns.



• Maintain a personal connection during the interview.









	
Gather Information



• Use both open- and closed-ended questions.



• Provide structure, clarification, and a summary of the information collected.



• Listen actively, using verbal and nonverbal methods (e.g., eye contact).









	
Understand the Patient’s Perspective



• Explore contextual issues (e.g., familial, cultural, spiritual, age, gender, and socioeconomic status).



• Elicit beliefs, concerns, and expectations about health and illness.



• Validate and respond appropriately to the patient’s ideas, feelings, and values.









	
Share Information



• Avoid technical language and medical jargon.



• Determine if the patient understands your explanations.



• Encourage questions.









	
Reach Agreement on Problems and Plans



• Welcome participation in decision-making.



• Determine the patient’s amenability to following a plan.



• Identify and enlist resources and supports.









	
Provide Closure



• Ask if the patient has questions or other concerns.



• Summarize and solidify the agreement with a plan of action.



• Review the follow-up plans.

















BUILDING THE RELATIONSHIP AND THERAPEUTIC ALLIANCE


All psychiatric interviews must begin with a personal introduction and establish the purpose of the interview; this helps create an alliance around the initial examination. The interviewer should attempt to greet the person warmly and use words that demonstrate care, attention, and concern. Note-taking and use of computers should be minimized and, if used, should not interfere with ongoing eye contact. The interviewer should indicate that this interaction is collaborative, and that any misunderstandings on the part of patient or physician should be immediately clarified. In addition, the patient should be instructed to ask questions, interrupt, and provide corrections or additions at any time. The time frame for the interview should be announced. In general, the interviewer should acknowledge that some of the issues and questions raised will be highly personal, and that if there are issues that the patient has real trouble with, he or she should let the examiner know. Confidentiality should be assured at the outset of the interview. If the psychiatrist is meeting a hospitalized patient at the request of the primary medical or surgical team, this should be stated at the outset.


These initial guidelines set the tone, quality, and style of the clinical interview. An example of a beginning is, “Hi, Mr. Smith. My name is Dr. Beresin. It is nice to meet you. Your surgeon, Dr. Jones, asked me to meet with you because he is concerned that you haven’t eaten or taken any of your medications since you’ve been in the hospital. I would like to discuss some of the issues or problems you are dealing with so that we can both understand them better, and figure out what kind of assistance may be available. I will need to ask you a number of questions about your life, both your past and present, and if I need some clarification about your descriptions I will ask for your help to be sure I ‘get it.’ If you think I have missed the boat, please chime in and correct my misunderstanding. Some of the topics may be highly personal, and I hope that you will let me know if things get a bit too much. We will have about an hour to go through this, and then we’ll try to come up with a reasonable plan together. I do want you to know that everything we say is confidential. Do you have any questions about our job today?” This should be followed with an open-ended question about the reasons for the interview.


One of the most important aspects of building a therapeutic alliance is helping the patient feel safe. Demonstrating warmth and respect is essential. In addition, the psychiatrist should display genuine interest and curiosity in working with a new patient. Preconceived notions about the patient should be eschewed. If there are questions about the patient’s cultural background or spiritual beliefs that may have an impact on the information provided, on the emotional response to symptoms, or on the acceptance of a treatment plan, the physician should note at the outset that if any of these areas are of central importance to the patient, he or she should feel free to speak about such beliefs or values. The patient should have the sense that both doctor and patient are exploring the history, life experience, and current symptoms together.


For many patients, the psychiatric interview is probably one of the most confusing examinations in medicine. The psychiatric interview is at once professional and profoundly intimate. We are asking patients to reveal parts of their life they may only have shared with extremely close friends, a spouse, clergy, or family, if anyone. And they are coming into a setting in which they are supposed to do this with a total stranger. Being a doctor may not be sufficient to allay the apprehension that surrounds this situation; being a trustworthy, caring human being may help a great deal. It is vital to make the interview highly personal and to use techniques that come naturally. Beyond affirming and validating the patient’s story with extreme sensitivity, some clinicians may use humor and judicious self-revelation. These elements are characteristics of healers.22


An example should serve to demonstrate some of these principles. A 65-year-old deeply religious woman was seen to evaluate delirium following cardiac bypass surgery. She told the psychiatric examiner in her opening discussion that she wanted to switch from her primary care physician, whom she had seen for more than 30 years. As part of her postoperative delirium, she developed the delusion that he may have raped her during one of his visits with her. She felt that she could not possibly face him, her priest, or her family, and she was stricken with deep despair. Although the examiner may have recognized this as a biological consequence of her surgery and postoperative course, the patient’s personal experience spoke differently. She would not immediately accept an early interpretation or explanation that her brain was not functioning correctly. In such a situation, the examiner must verbally acknowledge her perspective, seeing the problem through her eyes, and helping her see that he or she “gets it.” For the patient, this was a horrible nightmare. The interviewer might have said, “Mrs. Jones, I understand how awful you must feel. Can you tell me how this could have happened, given your long-standing and trusting relationship with your doctor?” She answered that she did not know, but that she was really confused and upset. When the examiner established a trusting relationship, completed the examination, determined delirium was present, and explained the nature of this problem, they agreed on using haloperidol to improve sleep and “nerves.” Additional clarifications could be made in a subsequent session after the delirium cleared.


As noted earlier, reliable mirroring of the patient’s cognitive and emotional state and self-reflection of one’s affective response to patients are part and parcel of establishing secure attachments. Actively practicing self-reflection and clarifying one’s understanding helps to model behavior for the patient, as the doctor and patient co-create the narrative. Giving frequent summaries to “check in” on what the physician has heard may be very valuable, particularly early on in the interview, when the opening discussion or chief complaints are elicited. For example, consultation was requested after a 22-year-old woman who was hospitalized for emergency surgery refused to go to a rehabilitation facility. During the course of the psychiatric interview, the physician elicited a history of obsessive–compulsive symptoms during the past 2 years that led her to be housebound. The interviewer said, “So, Ms. Thompson, let’s see if I get it. You have been stuck at home and cannot get out of the house because you have to walk up and down the stairs for a number of hours. If you did not ‘get it right,’ something terrible would happen to one of your family members. You also noted that you were found walking the stairs in public places, and that even your friends could not understood this behavior, and they made fun of you. You mentioned that you had to ‘check’ on the stove and other appliances being turned off, and could not leave your car, because you were afraid it would not turn off, or that the brake was not fully on, and again, something terrible would happen to someone. And you said to me that you were really upset because you knew this behavior was ‘crazy.’ How awful this must be for you! Did I get it right?” The examiner should be sure to see both verbally and nonverbally that this captured the patient’s problem. If positive feedback did not occur, the examiner should attempt to see if there was a misinterpretation, or if the interviewer came across as judgmental or critical. One could “normalize” the situation and reassure the patient to further solidify the alliance by saying, “Ms. Thompson, your tendency to stay home, stuck, in the effort to avoid hurting anyone is totally natural given your perception and concern for others close to you. I do agree, it does not make sense, and appreciate that it feels bizarre and unusual. I can see why it would be upsetting to have to wait any longer to return home. I think we can better understand this behavior, and later I can suggest ways of coping and maybe even overcoming this situation through treatments that have been quite successful with others. However, I do need to get some additional information. Is that OK?” In this way, the clinician helps the patient feel understood—that anyone in that situation would feel the same way, and that there is hope. But more information is needed. This strategy demonstrates respect and understanding and provides support and comfort, while building the alliance.









DATA COLLECTION: BEHAVIORAL OBSERVATION, THE MEDICAL AND PSYCHIATRIC HISTORY, AND MENTAL STATUS EXAMINATION






Behavioral Observation


There is a lot to be learned about patients by observing them before, during, and after the psychiatric interview. It is useful to see how the patient interacts with support staff of the clinic and with family, friends, or others who accompany him or her to the appointment. In the interview one should take note of grooming, the style and state of repair of clothes, mannerisms, normal and abnormal movements, posture and gait, physical features (such as natural deformities, birth marks, cutting marks, scratches, tattoos, or piercings), skin quality (e.g., color, texture, and hue), language (including English proficiency, the style of words used, grammar, vocabulary, and syntax), and nonverbal cues (such as eye contact and facial expressions). All these factors contribute to a clinical formulation.









The Medical and Psychiatric History


Table 4-3 provides an overview of the key components of the psychiatric history.


TABLE 4-3 The Psychiatric History






	
Identifying Information
Name, address, phone number, and e-mail address
Insurance
Age, gender, marital status, occupation, children, ethnicity, and religion
For children and adolescents: primary custodians, school, and grade
Primary care physician
Psychiatrist, allied mental health providers
Referral source
Sources of information
Reliability






	
Chief Complaint/Presenting Problem(s)
History of Present Illness
Onset
Perceived precipitants
Signs and symptoms
Course and duration
Treatments: professional and personal
Effects on personal, social, and occupational or academic function
Co-morbid psychiatric or medical disorders
Psychosocial stressors: personal (psychological, medical), family, friends, work/school, legal, housing, and financial
Safety assessment: presence of suicidal or homicidal ideation, plan, intent, past attempts, access to weapons






	
Past Psychiatric History
Previous Episodes of the Problem(s)
Symptoms, course, duration, and treatment (inpatient or outpatient)
Suicide attempts or self-injurious behavior (dates, methods, consequences)
Psychiatric Disorders
Symptoms, course, duration, and treatment (inpatient or outpatient)






	
Past Medical History
Medical problems: past and current
Surgical problems: past and current
Accidents
Allergies
Immunizations
Current medications: prescribed and over-the-counter medications
Other treatments: acupuncture, chiropractic, homeopathic, yoga, and meditation
Tobacco: present and past use
Substance use: present and past use
Pregnancy history: births, miscarriages, and abortions
Sexual history: birth control, safe sex practices, and history of, and screening for, sexually transmitted diseases






	
Review of Systems
Family History
Family psychiatric history
Family medical history






	
Personal History: Developmental and Social History
Early Childhood
Developmental milestones
Family relationships
Family culture and languages
Middle Childhood
School performance
Learning or attention problems
Family relationships
Friends
Hobbies
Abuse
Adolescence
School performance (include learning and attention problems)
Friends and peer relationships
Family relationships
Psychosexual history
Dating and sexual history
Work history
Substance use
Problems with the law
Early Adulthood
Education
Friends and peer relationships
Hobbies and interests
Marital and other romantic partners
Occupational history
Military experiences
Problems with the law
Domestic violence (including emotional, physical, sexual abuse)
Midlife and Older Adulthood
Career development
Marital and other romantic partners
Changes in the family
Losses
Aging process: psychological and physical







Adapted from Beresin EV: The psychiatric interview. In Stern TA, editor: The ten-minute guide to psychiatric diagnosis and treatment, New York, 2005, Professional Publishing Group.






Presenting Problems


The interviewer should begin with the presenting problem using open-ended questions. The patient should be encouraged to tell his or her story without interruptions. Many times the patient will turn to the doctor for elaboration, but it is best to let the patient know that he or she is the true expert and that only he or she has experienced this situation directly. It is best to use clarifying questions throughout the interview. For example, “I was really upset and worked up” may mean one thing to the patient and something else to an examiner. It could mean frustrated, anxious, agitated, violent, or depressed. Such a statement requires clarification. So, too, does a comment such as “I was really depressed.” Depression to a psychiatrist may be very different for a patient. To some patients, depression means aggravated, angry, or sad. It might be a momentary agitated state or a chronic state. Asking more detailed questions not only clarifies the affective state of the patient, but also transmits the message that he or she knows best and that a real collaboration and dialogue is the only way we will figure out the problem. In addition, once the patient’s words are clarified it is very useful to use the patient’s own words throughout the interview to verify that you are listening.23


When taking the history, it is vital to remember that the patient’s primary concerns may not be the same as the physician’s. For example, although the examiner may be concerned about escalating mania due to high-dose steroids, the patient may be more concerned about her husband’s unemployment and how this is making her agitated and sleepless. The psychiatrist may be called to consult on managing the steroid-induced mania, whereas the patient may be focused on how the psychiatrist may help her and her husband cope with family finances. In this case, her concerns should be validated. Additionally, the consultant should gently redirect her attention to her hospitalization and indicate that he is concerned about her inability to sleep and level of emotional intensity. If the patient feels the clinician and she are on the same page, this will facilitate the interview and enable the clinician to get a more detailed history and establish a diagnosis of mania. It is always useful to ask, “What are you most worried about?”


In discussing the presenting problems, it is best to avoid a set of checklist questions, but one should cover the bases to create a differential diagnosis based on the Diagnostic and Statistical Manual, Fourth Edition, Text Revision (DSM-IV-TR). It is best to focus largely on the chief complaint and presenting problems and to incorporate other parts of the history around this. The presenting problem is the reason for a referral and is probably most important to the patient, even though additional questions about current function and the past medical or past psychiatric history may be more critical to the examiner. A good clinician, having established a trusting relationship, can always redirect a patient to ascertain additional information (such as symptoms not mentioned by the patient, and the duration, frequency, and intensity of symptoms). Also, it is important to ask how the patient has coped with the problem and what is being done personally or professionally to help it. One should ask if there are other problems or stressors, medical problems, or family issues that exacerbate the current complaint. This is particularly relevant for patients who are hospitalized, because the period of hospitalization can have profound repercussions on a patient’s emotional stability, family, finances, and future. After a period of open-ended questions about the current problem, the interviewer should ask questions about mood, anxiety, and other behavioral problems and how they affect the presenting problem.


A key part of the assessment of the presenting problem should be a determination of safety. Questions about suicide, homicide, domestic violence, and abuse must be included in the review of the current situation. Finally, one should ascertain how motivated the patient is for getting help and how the patient is faring in personal, family, social, and professional life. Without knowing more, since this is early in the interview, the examiner should avoid offering premature reassurance, but provide support and encouragement for therapeutic assistance that will be offered in the latter part of the interview.









Past Psychiatric History


After the initial phases of the interview, open-ended questions may shift to more focused questions. In the past psychiatric history, the interviewer should inquire about previous DSM-IV-TR Axis I and II diagnoses (including the symptoms of each, partial syndromes, how they were managed, and how they affected the patient’s life). A full range of treatments, including outpatient, inpatient, and partial hospital care, should be considered. One should assess whether the patient has ever considered or attempted suicide. If so, ask what prompted the attempt, when it occurred, what means were used, and what the consequences were. In addition, one should also assess self-harm behaviors (such as cutting, burning, or intentional recklessness). It is most useful to ask what treatments, if any, were successful, and if so, in what ways. By the same token, the examiner should ask about treatment failures. This, of course, will contribute to the treatment recommendations provided at the close of the interview. This may be a good time in the interview to get a sense of how the patient copes under stress. What psychological, behavioral, and social means are employed in the service of maintaining equilibrium in the face of hardship? It is also wise to focus not just on coping skills, defenses, and adaptive techniques in the face of the psychiatric disorder, but also on psychosocial stressors in general (e.g., births, deaths, loss of jobs, problems in relationships, and problems with children). Discerning a patient’s coping style may be highly informative and contribute to the psychiatric formulation. Does the patient rely on venting emotions, on shutting affect off and wielding cognitive controls, on using social supports, on displacing anger onto others, or on finding productive distractions (e.g., plunging into work)? Again, knowing something about a person’s style of dealing with adversity uncovers defense mechanisms, reveals something about personality, and aids in the consideration of treatment options. For example, a person who avoids emotion, uses reason, and sets about to increase tasks in hard times may be an excellent candidate for a cognitive-behavioral approach to a problem. An individual who thrives through venting emotions, turning to others for support, and working to understand the historical origins of his or her problems may be a good candidate for psychodynamic psychotherapy, either individual or group.









Past Medical History


A number of psychiatric symptoms and behavioral problems are secondary to medical conditions, to the side effects of medications, and to drug–drug interactions (including those related to over-the-counter medications). The past medical history needs to be thorough and must include past and current medical and surgical conditions, past and current use of medications (including vitamins, herbs, and nontraditional remedies), use of substances (e.g., tobacco, alcohol, and other drugs [past and present]), an immunization and travel history, pregnancies, menstrual history, a history of hospitalizations and day surgeries, accidents (including sequelae, if any), and sexual history (including use of contraception, abortions, history of sexually transmitted diseases, and testing for the latter). For hospitalized patients, assessment should include a thorough review of the patient’s current hospital course, relevant laboratory test results and imaging studies, medication changes, and history from nurses, doctors, and social workers.









Review of Systems


By the time the examiner inquires about the past medical history and the review of systems, a checklist type of questioning is adopted in lieu of the previous format of interviewing. It is useful to elicit a complete review of systems following the medical history. A number of undiagnosed medical disorders may be picked up in the course of the psychiatric interview. For instance, night sweats, weight loss, and easy bruising in an elderly man with apathy may signify a malignancy that could be mistaken for depression. Many patients do not routinely see their primary care physician, and psychiatrists have a unique opportunity to consider medical conditions and their evaluation in the examination. Although not a formal part of the interview, laboratory testing is a core part of the psychiatric examination. Though this chapter refers to the interview, the review of systems may alert the clinician to order additional laboratory tests and consult the primary care physician about medical investigations.









Family History


The fact that many illnesses run in families requires an examiner to ask about the family history of medical, surgical, and psychiatric illnesses, along with their treatments.









Social and Developmental History


The developmental history is important for all psychiatric patients, but especially for children and adolescents, because prevention and early detection of problems may lead to interventions that can correct deviations in development. The developmental history for early and middle childhood and adolescence should include questions about developmental milestones (e.g., motor function, speech, growth, and social and moral achievements), family relationships in the past and present, school history (including grade levels reached and any history of attention or learning disabilities), friends, hobbies, jobs, interests, athletics, substance use, and any legal problems. Questions about adult development should focus on the nature and quality of intimate relationships, friendships, relationships with children (e.g., natural, adopted, products of assisted reproductive technology, and stepchildren), military history, work history, hobbies and interests, legal issues, and financial problems. Questions should always be asked about domestic violence (including a history of physical or sexual abuse in the past and present).


The social history should include questions about a patient’s cultural background, including the nature of this heritage, how it affects family structure and function, belief systems, values, and spiritual practices. Culture can inform a patient’s explanatory model of an illness for which he or she is hospitalized and may affect his or her interactions with medical staff. Questions should be asked about the safety of the community and the quality of the social supports in the neighborhood, the place of worship, or other loci in the community.


Assessing social factors (such as the availability of housing and primary supports) is of vital importance for hospitalized patients. For instance, knowing that a depressed patient is in danger of being evicted from her apartment while in the hospital is critical in performing an adequate safety assessment.









Use of Collateral Information


In addition to the patient interview, it is quite useful to obtain collateral information. Patients may have impaired insight into their behavior, so talking to other important people in the patient’s life (such as a spouse or partner, siblings, children, parents, friends, and clergy) can yield important clinical information. For example, a patient who appears paranoid and mildly psychotic may deny such symptoms or not see them as problems. To understand the nature of the problem, its duration and intensity, and its impact on function, others may need to be contacted (with informed consent, of course). This applies to many other conditions, particularly substance abuse, in which the patient may deny the quantity used and the frequency of effects of substances on everyday life.


In the general hospital, several factors (e.g., delirium, confusion, dementia, pain, or sedation) can limit the patient’s ability to give a full history. Collateral information is especially important in these cases. With the patient’s permission, one should perform a thorough review of the medical chart. Medical personnel (including nurses, social workers, physical therapists, and primary care physicians) can provide data about the patient’s symptoms and course. Moreover, they may know the patient over several years and have a useful perspective of the patient’s attitudes toward illness and coping style.


Obtaining consent to contact others in a patient’s life is useful not only for information gathering, but for the involvement of others in the treatment process, if needed. For children and adolescents, this is absolutely essential, as is obtaining information from teachers or other school personnel.












The Mental Status Examination


The mental status examination is part and parcel of any medical and psychiatric interview. Its traditional components are indicated in Table 4-4. Most of the data needed in this model can be ascertained by asking the patient about elements of the current problems. Specific questions may be needed for the evaluation of perception, thought, and cognition. Most of the information in the mental status examination is obtained by simply taking the psychiatric history and by observing the patient’s behavior, affect, speech, mood, thought, and cognition.


TABLE 4-4 The Mental Status Examination






	
General appearance and behavior: grooming, posture, movements, mannerisms, and eye contact
Speech: rate, flow, latency, coherence, logic, and prosody
Affect: range, intensity, lability
Mood: euthymic, elevated, depressed, irritable, anxious
Perception: illusions and hallucinations
Thought (coherence and lucidity): form and content (illusions, hallucinations, and delusions)
Safety: suicidal, homicidal, self-injurious ideas, impulses, and plans
Cognition:


• Level of consciousness



• Orientation



• Attention and concentration



• Memory (registration, recent and remote)



• Calculation



• Abstraction



• Judgment



• Insight










Perceptual disorders include abnormalities in sensory stimuli. There may be misperceptions of sensory stimuli, known as illusions, for example, micropsia or macropsia (objects that appear smaller or larger, respectively, than they are). Phenomena such as this include distortions of external stimuli (affecting the size, shape, intensity, or sound of stimuli). Distortions of stimuli that are internally created are hallucinations and may occur in one or more of the following modalities: auditory, visual, olfactory, gustatory, or kinesthetic.


Thought disorders may manifest with difficulties in the form or content of thought. Formal thought disorders involve the way ideas are connected. Abnormalities in form may involve the logic and coherence of thinking. Such disorders may herald neurological disorders, severe mood disorders (e.g., psychotic depression or mania), schizophreniform psychosis, delirium, or other disorders that impair reality testing. Examples of formal thought disorders are listed in Table 4-5.24,25


TABLE 4-5 Examples of Formal Thought Disorders






	


• Circumstantiality: a disorder of association with the inclusion of unnecessary details until one arrives at the goal of the thought



• Tangentiality: use of oblique, irrelevant, and digressive thoughts that do not convey the central idea to be communicated



• Loose associations: jumping from one unconnected topic to another



• Clang associations: an association of speech without logical connection dictated by the sound of the words rather than by their meaning; it frequently involves using rhyming or punning



• Perseveration: repeating the same response to stimuli (such as the same verbal response to different questions) with an inability to change the responses



• Neologism: made-up words; often a condensation of different words; unintelligible to the listener



• Echolalia: persistent repetition of words or phrases of another person



• Thought-blocking: an abrupt interruption in the flow of thought, in which one cannot recover what was just said










Disorders of the content of thought pertain to the specific ideas themselves. The examiner should always inquire about paranoid, suicidal, and homicidal thinking. Other indications of disorder of thought content include delusions, obsessions, and ideas of reference (Table 4-6).25


TABLE 4-6 Disorders of Thought Content






	


• Delusions: fixed, false, unshakable beliefs



• Obsessions: persistent thoughts that cannot be extruded by logic or reasoning



• Idea of reference: misinterpretation of incidents in the external world as having special and direct personal reference to the self










The cognitive examination includes an assessment of higher processes of thinking. This part of the examination is critical for a clinical assessment of neurological function, and is useful for differentiating focal and global disorders, delirium, and dementia. The traditional model assesses a variety of dimensions (Table 4-7).26


TABLE 4-7 Categories of the Mental Status Examination






	


• Orientation: for example, to time, place, person, and situation



• Attention and concentration: for example, remembering three objects immediately, in 1 and 3 minutes; spelling “world” backward; performing digit span; and serially subtracting 7 from 100



• Memory: registration, both recent and remote


• Registration is typically a function of attention and concentration



• Recent and remote memory are evaluated by recalling events in the short and long term






• Calculations




• Abstraction: assessed by the patient’s ability to interpret proverbs or other complex ideas



• Judgment: evaluated by seeing if the patient demonstrates an awareness of personal issues or problems, and provides appropriate ways of solving them



• Insight: an assessment of self-reflection and an understanding of one’s condition or the situation of others










Alternatively, the Mini-Mental State Examination27 may be administered (Table 4-8). This instrument is commonly used to assess dementia. One large study revealed a sensitivity of 87% and specificity of 82% of diagnosing dementia with a cutoff score of 24 out of 30 points. Use of this instrument cannot make the diagnosis of a mild dementia or focal neurological deficits. Its value may also be limited by the patient’s educational level and primary language. Finally, the instrument is often invalid in the presence of delirium or other processes that impair attention and concentration.28


TABLE 4-8 Mini-Mental State Examination






	
Orientation
5
5

	


( )
( )

	


What is the (year) (season) (date) (day) (month)?
Where are we (state) (county) (town) (hospital) (floor)?






	
Registration
3



Trials________________

	


( )

	


Name three objects: 1 second to say each. Then ask the patient all three after you have said them. Give 1 point for each correct answer. Then repeat them until the patient learns all three. Count trials and record.






	
Attention and Calculation
5

	


( )

	


Serial 7s: 1 point for each correct. Stop after five answers. Alternatively, spell “world” backward.






	
Recall
3

	


( )

	


Ask for three objects repeated above. Give 1 point for each correct answer.






	
Language
2
1
3



1
1

	


( )
( )
( )



( )
( )

	


Name a pencil and watch. (2 points)
Repeat the following: “No ifs, ands, or buts.” (1 point)
Follow a three-stage command: “Take a piece of paper in your right hand, fold it in half, and put it on the floor.” (3 points)
Read and obey the following: “Close your eyes.” (1 point)
Write a sentence. It must contain a subject and a verb and be sensible. (1 point)






	
Visual–Motor Integrity
1



Total score_________
Assess level of consciousness along a continuum:
_______________________________________________
Alert Drowsy Stupor Coma

	


( )

	


Copy design (two intersecting pentagons; all 10 angles must be present and 2 must intersect). (1 point) [image: image]








Reproduced from Folstein MF, Folstein SE, McHugh PE: The Mini-Mental State Exam: a practical method for grading the cognitive state of patients for the clinician, J Psychiatr Res 12:189–198, 1975.












SHARING INFORMATION AND PREPARING THE PATIENT FOR TREATMENT


The conclusion of the psychiatric interview requires summarizing the symptoms and history and organizing them into a coherent narrative that can be reviewed and agreed on by the patient and the clinician. This involves recapitulating the most important findings and explaining the meaning of them to the patient. It is crucial to obtain an agreement on the clinical material and the way the story holds together for the patient. If the patient does not concur with the summary, the psychiatrist should return to the relevant portions of the interview in question and revisit the topics that are in disagreement.


This part of the interview should involve explaining one or more diagnoses to the patient (their biological, psychological, and environmental etiologies), as well as a formulation of the patient’s strengths, weaknesses, and style of managing stress. The latter part of the summary is intended to help ensure that the patient feels understood. The next step is to delineate the kinds of approaches that the current standards of care would indicate are appropriate for treatment. If the diagnosis is uncertain, further evaluation should be recommended to elucidate the problem or co-morbid problems. This might require one or more of the following: further laboratory evaluation; medical, neurologic, or pediatric referral; psychological or neuropsychological testing; use of standardized rating scales; or consultation with a specialist (e.g., a psychopharmacologist or a sleep disorders or substance abuse specialist).


Education about treatment should include reviewing the pros and cons of various options. This is a good time to dispel myths about psychiatric treatments, either pharmacotherapy or psychotherapy. Both of these domains have significant stigma associated with them. For patients who are prone to shun pharmacotherapy (not wanting any “mind-altering” medications), it may be useful to “medicalize” the psychiatric disorder and note that common medical conditions involve attention to biopsychosocial treatment.12 For example, few people would refuse medications for treatment of hypertension, even though it may be clear that the condition is exacerbated by stress and lifestyle. The same may be said for the treatment of asthma, migraines, diabetes, and peptic ulcers. In this light, the clinician can refer to psychiatric conditions as problems of “chemical imbalances”—a neutral term—or as problems with the brain, an organ people often forget when talking about “mental” conditions. A candid dialogue in this way, perhaps describing how depression or panic disorder involves abnormalities in brain function, may help. It should be noted that this kind of discussion should in no way be construed or interpreted as pressure—rather as an educational experience. Letting the patient know that treatment decisions are collaborative and patient-centered is absolutely essential in a discussion of this order.


A similar educational conversation should relate to the use of psychotherapies. Some patients disparage psychotherapies as “mumbo jumbo,” lacking scientific evidence. In this instance, discussion can center around the fact that scientific research indicates that experience and the environment can affect biological function. An example of this involves talking about how early trauma affects child development, or how coming through an experience in war can produce posttraumatic stress disorder, a significant dysfunction of the brain. Many parents will immediately appreciate how the experiences in childhood affect a child’s mood, anxiety, and behavior, though they will also point out that children are born with certain personalities and traits. This observation is wonderful because it opens a door for a discussion of the complex and ongoing interaction among brain, environment, and behavior.









THE EVALUATION OF CHILDREN AND ADOLESCENTS


Psychiatric disorders in children and adolescents will be discussed elsewhere in this book. In general, children and adolescents pose certain unique issues for the psychiatric interviewer. First, a complete developmental history is required. For younger children, most of the history is taken from the parents. Rarely are young children seen initially apart from parents. Observation of the child is critical. The examiner should notice how the child relates to the parents or caregivers. Conversely, it is important to note whether the adult’s management of the child is appropriate. Does the child seem age appropriate in terms of motor function and growth? Are there any observable neurological impairments? The evaluator should determine whether speech, language, cognition, and social function are age appropriate. If possible, the examiner should provide toys for the evaluation in the emergency department or hospital ward. Collateral information from the pediatrician and schoolteachers is critical to verify or amplify parental and child-reported data.


Adolescents produce their own set of issues and problems for the interviewer.29 A teenager may or may not be accompanied by a parent. However, given the developmental processes that surround the quests for identity and separation, the interviewer must treat the teen with the same kind of respect and collaboration as with an adult. The issue and importance of ensuring confidentiality have been mentioned previously. The adolescent also needs to hear at the outset that the interviewer would need to obtain permission to speak with parents or guardians, and that any information received from them would be faithfully transmitted to the patient.


Although all the principles of attempting to establish a secure attachment noted previously apply to the adolescent, the interview of the adolescent is quite different from that of an adult. Developmentally, teenagers are capable of abstract thinking and are becoming increasingly autonomous. At the same time, they are struggling with grandiosity that alternates with extreme vulnerability and self-consciousness and managing body image, sexuality and aggression, mood lability, and occasional regression to dependency—all of which makes an interview and relationship difficult. The interviewer must constantly consider what counts as normal adolescent behavior and what risk-taking behaviors, mood swings, and impulsivity are pathological. This is not easy, and typically teenagers need a few initial meetings for the clinician to feel capable of co-creating a narrative—albeit a narrative in progress. The stance of the clinician in working with adolescents requires moving in a facile fashion between an often-needed professional authority figure and a big brother or sister, camp counselor, and friend. The examiner must be able to know something about the particular adolescent’s culture, to use humor and exaggeration, to be flexible, and to be empathic in the interview, yet not attempt to be “one of them.” It is essential to validate strengths and weaknesses and to inspire self-reflection and some philosophical thinking—all attendant with the new cognitive developments since earlier childhood.









DIFFICULTIES AND ERRORS IN THE PSYCHIATRIC INTERVIEW






Dealing with Sensitive Subjects


A number of subjects are particularly shameful for patients. Such topics include sexual problems, substance abuse and other addictions, financial matters, impulsive behavior, bizarre experiences (such as obsessions and compulsions), domestic violence, histories of abuse, and symptoms of psychosis. Some patients will either deny or avoid discussing these topics. In this situation, nonthreatening, gentle encouragement and acknowledgment of how difficult these matters are may help. If the issue is not potentially dangerous or life-threatening to the patient or to others, the clinician may omit some questions known to be important in the diagnosis or formulation. If it is not essential to obtain this information in the initial interview, it may be best for the alliance to let it go, knowing the examiner or another clinician may return to it as the therapeutic relationship grows.


In other situations that are dangerous (such as occurs with suicidal, homicidal, manic, or psychotic patients), in which pertinent symptoms must be ascertained, questioning is crucial no matter how distressed the patient may become. In some instances when danger seems highly likely, transfer to a psychiatric hospital may be necessary for observation and further exploration of a serious disorder. Similarly, an agitated patient who needs to be assessed for safety may need sedation, restraints, or eventual transfer to a psychiatric hospital to complete a comprehensive evaluation, particularly if the cause of agitation is not known and the patient is not collaborating with the evaluative process.









Disagreements about Assessment and Treatment


There are times when a patient disagrees with a clinician’s formulation, diagnosis, and treatment recommendations. Or the disagreement may be between the patient and the medical staff, with the psychiatrist in the challenging position of the intermediary. In either case, it is wise to listen to the patient and hear where there is conflict. This can serve to reestablish the alliance. It also may diffuse the patient’s need to defend himself or herself against what he or she may perceive as doctors “ganging up” on him or her. Then, the evaluator should systematically review what was said and how he or she interpreted the clinical findings. The patient should be encouraged to correct misrepresentations. Sometimes clarification will help the clinician and patient come to an agreement. At other times, the patient may deny or minimize a problem. In this case additional interviews may be necessary. It is sometimes useful to involve a close relative or friend, if the patient allows this. If the patient is a danger to self or others, however, protective measures will be needed, short of any agreement. If there is no imminent danger, explaining one’s clinical opinion and respecting the right of the patient to choose treatment must be observed. It may also be necessary to work with the medical team to reach a compromise that takes into consideration the patient’s goals and wishes when they differ from that of the medical team.









Errors in Psychiatric Interviewing


Common mistakes made in the psychiatric interview are provided in Table 4-9.


TABLE 4-9 Common Errors in the Psychiatric Interview






	


• Premature closure and false assumptions about symptoms



• False reassurance about the patient’s condition or prognosis



• Defensiveness around psychiatric diagnoses and treatment, with arrogant responses to myths and complaints about psychiatry



• Omission of significant parts of the interview, due to theoretical bias of the interview (e.g., mind–body splitting)



• Recommendations for treatment when diagnostic formulation is incomplete



• Inadequate explanation of psychiatric disorders and their treatment, particularly not giving the patient multiple options for treatment



• Minimization or denial of the severity of symptoms, due to overidentification with the patient; countertransference phenomenon (e.g., as occurs with treatment of a “very important person” [VIP] in a manner inconsistent with ordinary best practice, with a resultant failure to protect the patient or others)



• Failure to establish a genuine, empathic rapport (e.g., by using brusque language, tone, or body posture)



• Use of an angry or dismissive style in response to a patient who is guarded or hostile



• Inadvertently shaming or embarrassing a patient, and not offering an apology




















CONCLUSION


The purpose of the psychiatric interview is to establish a therapeutic relationship with the patient to collect, organize, and synthesize data that can become the basis for a formulation, differential diagnosis, and treatment plan. A fundamental part of establishing this relationship is fostering a secure attachment between doctor and patient, in order to facilitate mutual and open communication, to correct misunderstandings, and to help the patient create a cohesive narrative of his or her past and present situation. Interviews in the general hospital require modification in techniques in order to take into account four elements of the context: the setting, the situation, the subject, and the significance. Data collection should include behavioral observation, medical and psychiatric history, and a mental status examination.


The clinician should conclude the interview by summarizing the findings and the formulation, seeking agreement with the patient, and negotiating appropriate follow-up arrangements. All clinicians should be aware of difficulties in the psychiatric interview (such as shameful topics and disagreements about assessment or treatment). Common errors in an interview include premature closure and false assumptions about symptoms, false reassurance about a patient’s condition, defensiveness around psychiatric diagnosis and treatment, maintenance of a theoretical bias about mental health and illness, inadequate explanations about psychiatric disorders and their treatment, minimization of the severity of symptoms, and inadvertent shaming of a patient without offering an apology.
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5 Functional Neuroanatomy and the Neurologic Examination




Anthony P. Weiss, M.D., M.B.A., Stephan Heckers, M.D.





The brain is a complex and mysterious organ. Sealed away in its cranial vault, it is immune from the poking, prodding, visualizing, and auscultating that are central to the examination of other organs. The assessment of the brain and its peripheral extensions requires an indirect approach, one that evaluates the integrity of its functional capacity. Because there are many faculties associated with the brain, this functional assessment is lengthy and complex. One component of this evaluation is the neurologic examination, which can intimidate medical students and seasoned physicians alike. As a result, the neurologic examination is all too often omitted by the busy clinician, with the entire examination summarized as “grossly intact.”


For the psychiatric consultant, the neurologic examination is an important component of every patient evaluation for several reasons. First, psychiatric symptoms (affective, behavioral, or cognitive) may result directly from underlying neurologic damage (e.g., stroke causing mood lability). It is the associated sensory and motor findings on examination that will uncover the root cause of these symptoms. Second, psychiatric symptoms are commonly seen in the context of neurologic disorders (e.g., depression in Parkinson’s disease). In some cases, the psychiatric symptoms predate or predominate over the other features of the illness; a thorough examination by the psychiatrist may therefore lead to early recognition and treatment. Third, knowledge of the neurologic examination is crucial for distinguishing real neurologic deficits from simulated deficits associated with conversion disorders or malingering. The consultation psychiatrist is often called on to clarify this diagnostic dilemma. Finally, the psychiatrist must be aware of the numerous ways in which psychotropic medications can affect the sensory and motor systems of the brain (e.g., by causing dystonias and other movement disorders) and must be capable of assessing the severity of these adverse effects.


In this chapter, we hope to provide the consulting psychiatrist with both a theoretical and a pragmatic framework for the neurologic examination. First, we introduce a systematic overview of functional neuroanatomy, examining at a basic level the actual role of the nervous system in the human, and providing a simplified approach to the otherwise unimaginable complexity of billions of interconnected neurons. Then, we provide an outline for the neurologic examination itself, discussing the rationale for each component and providing a few clinically relevant pointers. By enumerating the main components of the standard examination and by attempting to relate them to the anatomic constructs developed herein, we hope to provide an organization to help in both the understanding and the recollection of each aspect of the examination.






FUNCTIONAL NEUROANATOMY


Why do we have a nervous system? What is the reason for its complexity in humans? By addressing these questions we gain a greater understanding not only of the nervous system as a whole but also of its component parts.


At its most basic level, the nervous system allows us to interact with the external world, serving as a bridge between the environment and our internal mental and physical worlds. Put another way, the nervous system allows us to respond in some fashion to environmental stimuli. In simpler organisms, there is little or no gap between stimulus and response, allowing little or no variability of response to a specific stimulus. In humans, however, there is a large evaluation step, which allows a carefully chosen response to a stimulus, one that may be influenced by the situational context.


Using an information-processing model, we can map these concepts in three distinct steps: input of sensory information through perceptual modules, the internal integration and evaluation of this information, and the production of a response. These steps are carried out by four main anatomic systems in the brain: the thalamus, the cortex, the medial temporal lobe, and the basal ganglia (Figure 5-1).





[image: image]

Figure 5-1 Basic circuitry of information processing. BG, basal ganglia; MTL, medial temporal lobe.




Sensory organs provide information about physical attributes of incoming information. Details of physical attributes (e.g., temperature, sound frequency, color) are conveyed through multiple segregated channels in each perceptual module. Information then passes through the thalamus, which serves as the gateway to cortical processing for all sensory data. Specifically, it is the relay nuclei (ventral posterior lateral, medial geniculate, and lateral geniculate) that convey sensory information from the sensory organs to the appropriate area of primary sensory cortex (i.e., S1, A1, or V1) (Figure 5-2).





[image: image]

Figure 5-2 Functional role of areas in the human cerebral cortex. A, Map of cytoarchitectonic areas according to Brodmann. The parcellation of the cortical mantle into distinct areas is based on the microscopic analysis of neurons in the six layers of the cortex. B, Map of functional areas according to Mesulam. The primary sensory areas (visual = area 17; auditory = areas 41, 42; somatosensory = areas 3, 1, 2) and the primary motor area 4 are indicated in black. The association areas, dedicated to one stream of information processing (visual = areas 18, 19, 20, 37; auditory = area 22; somatosensory = areas 5, 7, 40; motor = areas 6, 44), are indicated in dark gray. The polymodal association areas, where all sensory modalities converge, are indicated in light gray. The temporal pole is part of the paralimbic areas, which occupy large regions on the medial surface of the brain (i.e., cingulate cortex and parahippocampal cortex).


A from Brodmann K: Vergleichende lokalisationslehre der grosshirnrinde in ihren prinzipien dargestellt auf grund des zellenbaues, Leipzig, Germany, 1909, JA Barth; B from Mesulam M-M: Principles of behavioral neurology, Philadelphia, 1985, FA Davis.





The first step in the integration and evaluation of incoming stimuli occurs in unimodal association areas of the cortex, where physical attributes of one sensory domain are linked together. A second level of integration is reached in multimodal association areas, including regions in the parietal lobe and prefrontal cortex, which link together the physical attributes from different sensory domains. A third level of integration is provided by input from limbic and paralimbic regions of the brain, including the cingulate cortex and regions of the medial temporal lobe (hippocampus and amygdala). It is at this third level of integration that the brain creates a representation of experience that has the spatiotemporal resolution and full complexity of the outside world, imbued with emotion and viewed in the context of prior experience. Evaluation and interpretation involve the comparison of new information with previously stored information and current expectations or desires. This allows the brain to classify information as new or old, or as threatening or nonthreatening.


Based on the result of evaluation and interpretation, the brain then creates a response, most often through motor action. The regions involved in generating this response include the motor cortex, the motor nuclei of the thalamus, the basal ganglia, and the cerebellum. The basal ganglia, which include the striatum (made up of the caudate and the putamen) and the globus pallidus, are charged with integrating and coordinating this motor output. The striatum receives input from the motor cortex, and it projects to the globus pallidus. The globus pallidus in turn relays the neostriatal input to the thalamus. The thalamus then projects back to the cortical areas that gave rise to the corticostriatal projections, thereby closing the cortico-striato-pallido-thalamo-cortical loop. This loop is thought to be the means by which motor control is enacted; damage to regions in this loop leads to disorders such as Parkinson’s disease and Huntington’s disease.









THE NEUROLOGIC EXAMINATION


The neurologic examination is a set of steps designed to probe the input, integration/evaluation, and output domains of information processing. We provide here an overview of the examination, using this framework. Our aim is to demystify the examination by presenting the rationale for its component parts. The examination presented here is not all-encompassing; see standard texts of neurology for complete details.






Input


Sensory information enters the central nervous system (CNS) by two routes: spinal nerves and cranial nerves. The former handle tactile information presented to the body, and the latter handle tactile information presented to the face and each of the remaining special senses (vision, hearing, smell, and taste).






Peripheral Sensory Examination


Peripheral sensation allows tactile exploration of our environment. Even the most thorough examiner could not test every square inch of the body for intact sensation, nor would this be necessary. Knowledge of the full sensory examination is important for the patient with a focal sensory complaint (see other texts for detailed information on peripheral nerve examination1-9). The main sensory modalities include the following:



Pain: Tested by pinprick (using disposable sterile pins)



Temperature: Tested by touching the skin with a cold metal object (e.g., a tuning fork)



Light touch: Tested by simply brushing the patient’s skin with your hand or a moving wisp of cotton



Vibration sense: Tested by applying a “buzzing” tuning fork to the distal lower extremities



Proprioception: Best tested by Romberg’s maneuver (which can be assessed during gait observation). Ask the patient to stand with the feet as close together as possible while still maintaining stability. Then ask the patient to close the eyes (ensure the patient that you will not let him or her fall). The patient with poor proprioception will begin to sway and lose balance after closing the eyes.









Sensory Cranial Nerves (I, II, V, VII, VIII)


Five cranial nerves serve an input function and are known as sensory cranial nerves, to distinguish them from those that play a motor/output or dual sensorimotor role (Table 5-1).




TABLE 5-1 The Cranial Nerves


[image: image]








Olfactory Nerve (Cranial Nerve I)


Testing of the first cranial nerve is almost uniformly neglected, and the entire cranial nerve examination is often described as “II-XII within normal limits.” This notation indicates little regard for the first cranial nerve, and it communicates little about the individual features of the examination.


The first cranial nerve runs along the orbital surface of the frontal lobe, an area that is otherwise clinically silent. Lesions in this area (e.g., a frontal lobe meningioma) may produce unilateral anosmia, occasionally as a sole symptom. Routine testing of smell is therefore quite important. A small vial of coffee provides a simple and convenient method for testing smell. The nostrils should be tested separately.









Optic Nerve (Cranial Nerve II)


The optic nerve and its posterior radiations run the entire length of the brain and produce different patterns of symptoms and signs depending on where they are compromised. A thorough visual examination can therefore be quite informative. It involves five components:



Funduscopic examination: The optic nerve is the only nerve that can be visualized directly. The physician should take advantage of this in assessing its integrity. A good funduscopic examination also reveals much about the systemic vascular system, and it is a critical guide to the presence of increased intracranial pressure.



Visual acuity: Testing of visual acuity (i.e., the actual strength of vision) is frequently ignored in the adult patient. This is unfortunate because poor vision can profoundly impair a patient’s ability to function and is often reversible with corrective lenses or surgery. Acuity should be assessed in each eye while the patient is wearing current corrective lenses.



Pupillary measurement: Pupillary size represents the delicate balance between sympathetic and parasympathetic input to the ciliary muscles of the eye. The presence of abnormally large or small pupils reflects an imbalance and may be an important sign of disease or toxicity. Similarly, an inequality in pupillary size (anisocoria) can be an important hallmark of a severe intracranial pathologic condition. Each pupil should be measured in millimeters, with measurements clearly documented for future reference.



Pupillary reaction: The direct and consensual pupillary reaction to light, and the near reaction (accommodation), should be tested routinely. This assesses any damage in the afferent and efferent pathways that compose the pupillary response. A penlight and close observation are all that are necessary.



Confrontational visual fields: As noted previously, the visual system runs from the retina to the occipital cortex, involving a substantial area of the CNS. Lesions anywhere along this pathway lead to visual field cuts. Importantly, the patient is almost never aware of this abnormality of vision; careful testing is therefore required to elucidate it. Sit directly in front of the patient, and have him or her look into your eyes. The eyes should be tested separately by bringing an object (e.g., a pin or a wiggling finger) into each visual quadrant. For the patient who is unable to cooperate in this fashion, simply having him or her count fingers displayed in each quadrant is another option.









Trigeminal Nerve (Cranial Nerve V)


The sensory component of the trigeminal nerve provides tactile sense to the face. As with sensory testing in general (see earlier), testing sensory integrity of the face can be a frustrating exercise if the examiner insists on precision. Unless the patient has a specific sensory complaint (e.g., a numb chin or facial pain), thorough testing of all sensory modalities is probably unnecessary. Testing light touch (by stroking the face with your fingers) or temperature sensitivity (using a cold metal tuning fork) is usually adequate. Asking the patient to quantify the degree of difference (e.g., “If this side is a dollar, how much is this side?”) is generally not fruitful. Simply asking, “Does this feel normal on both sides?” saves time and will generally detect any abnormalities worth further investigation.


The trigeminal nerve also provides the input for the corneal reflex, the direct and the consensual blink seen in response to corneal irritation. Although testing for the corneal reflex can be helpful in localization of brainstem dysfunction (usually in the comatose patient), it is unfortunately both nonspecific and insensitive. It is therefore not done routinely.









Facial Nerve (Cranial Nerve VII)


The sensory component of the facial nerve (chorda tympani) transmits taste from the anterior two thirds of the tongue, running from the taste buds to the nucleus of the tractus solitarius in the medulla. Testing this aspect of the facial nerve involves the application of a sweet, sour, or salty solution (via a cotton-tipped swab) to the outstretched tongue. The yield of this component of the examination in the patient without specific gustatory complaints is minimal.









Acoustic Nerve (Cranial Nerve VIII)


In addition to its role in the maintenance of equilibrium (via the vestibular branch), the eighth cranial nerve is the primary input channel for auditory information. The acoustic nerve carries information from the hair cells in the organ of Corti, traveling through the internal auditory meatus to the pontomedullary junction of the brainstem. For the consulting psychiatrist, the examination of auditory function can be kept to a cursory check, but it should be included, particularly in geriatric patients. Rubbing fingers together near the ear may bring out high-pitched hearing deficits, a finding typically associated with presbycusis.









Integration and Evaluation


Even the simplest unicellular organisms have means by which they can sense and react to the environment. These responses are automatic and limited; the same stimulus results in the same response regardless of context. A number of these automatic or reflexive responses can be tested in the human, and some of them were discussed as part of the sensory evaluation (e.g., the pupillary light reflex and the corneal reflex). Three additional sets of reflexes are commonly probed in a standard neurologic examination:



Proprioceptive reflexes: Proprioceptive reflexes, also known as deep tendon reflexes (DTRs), are based on the simple reflex arcs that are activated by stretching (or tapping). Because they are influenced by the descending corticospinal tracts, DTRs can provide important information on the integrity of this pathway at several levels. The reader is probably familiar with the methods used to elicit the five major DTRs: biceps, triceps, brachioradialis, quadriceps (knee), and Achilles (ankle). The grading of each reflex is on a four-point scale, with a score of 2 (2+) designated as normal.



Nociceptive reflexes: Nociceptive reflexes are based on reflex arcs located in the skin (rather than muscle tendons) and are therefore elicited by scratching or stroking. These include the abdominal reflexes, cremasteric reflex, and anal wink, none of which is extensively used clinically. The major nociceptive reflex of clinical value is the plantar reflex. Stroking the sole of the foot should elicit plantar flexion of the toes. Babinski’s sign, marked by an extensor response (i.e., dorsiflexion) of the toes, often with fanning of the toes and flexion of the ankle, is seen in pyramidal tract disease. It has become one of the most famous eponymic signs in medicine.



Primitive reflexes (release reflexes): Primitive reflexes are present at birth but disappear in early infancy. Their reappearance later in life is abnormal and often reflects frontal lobe disease. They include the grasp reflex (stroking the patient’s palm leads to an automatic clutching of your finger between his thumb and index finger), the glabellar reflex (cessation of the natural blink response in response to repetitive tapping on the forehead), and the snout reflex (gentle tapping over the patient’s upper lip causes a puckering of the lips). Note that this may also elicit a suck response, or a turning of the head toward the stroking stimulus (root reflex).












The Mental Status Examination


The brains of higher mammals, particularly the human, have the added capacity to integrate sensory information across domains, to evaluate this information, and to react in a manner consistent with past experience, current context, or future expectations. The ability to use these higher-level faculties is often considered part of the mental status examination. For routine purposes, the following four components compose an adequate examination. It is important that these components, unlike other features of the neurologic examination, be done in order, because basic functions must be intact to perform more complex tasks.



Level of consciousness: Consciousness lies on a continuum from full alertness to coma. Although the two extremes are generally obvious, the middle ground of attentional deficit can be subtle. Because inattention is a hallmark of delirium (an acute confusional state), a common and emergent medical condition, attention should be tested in all patients. Sustained attention is also a critical component for all other cognitive functions. Some common tests of attention include “serial 7s” (ask the patient to subtract 7 from 100 and to then continue to serially subtract 7 from the remainder) and digit span (have the patient repeat a randomly presented list of digits [a normal capacity is between five and seven digits], or have the patient spell a five-letter word [e.g., world] backward).



Language: Language is the means by which we present our thoughts to each other. Like other cognitive functions, language can be extraordinarily complex, with entire texts of aphasiology dedicated to its study. In general, the following three simple questions allow the examiner to draw valid conclusions about language in the individual patient (Figure 5-3):


Is the language fluent or nonfluent? Independent of the actual words, does the speech sound like a language? Loss of the normal inflection and spacing of normal speech leads to nonfluent language production.



Is comprehension normal or abnormal? Does the patient seem to understand what you are saying? A request to complete a one-step to three-step command (although complex commands may test more than just receptive language function) best assesses this. Asking simple yes-or-no questions (e.g., Were you born in Mexico? or Are we in the kitchen?) is another common method.



Is repetition normal or abnormal? Have the patient repeat a phrase such as “no ifs, ands, or buts.” This particular phrase is quite sensitive, given the difficulty of repeating conjunctions.






Memory: Memory function is generally divided into the following three components:


Immediate recall is the ability to hold information long enough to use it (e.g., remembering a phone number given by the operator long enough to dial it). Immediate recall is heavily dependent on attention and is tested by both digit span and phrase repetition. Asking the patient to repeat three named items (e.g., piano, monkey, and blue) is another commonly used method.



Short-term memory involves the ability to store information for later use. Asking the patient to reproduce the three previously named items after a span of 2 to 5 minutes is a common test.



Long-term memory involves the recall of past events. This is nearly impossible to test accurately at the bedside, because the examiner is rarely privy to details of remote events from the patient’s life. Asking about well-known national events or people (e.g., How did JFK die?) depends on the age and educational background of the patient. Accurate assessment often requires a standardized battery of questions available in full neuropsychological testing.
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Figure 5-3 Differential diagnosis of the main types of aphasias.











Visual-Spatial Skills






Writing: Ask the patient to write his or her name, address, and a sentence about the weather. Look for grammatical errors, as well as errors in spacing and overall presentation.



Clock-drawing: Have the patient fill in a circle with numbers in the form of a clock; when completed, ask the patient to set the hands at 10 minutes to 2. Abnormalities can occur in planning (e.g., manifested by poor spacing between numbers) or in positioning of the hands (with a style that reflects being stimulus-bound) that may belie a frontal lobe lesion. Complete absence of detail on one side of the clock (usually the left side) may represent a hemineglect syndrome associated with a (right) parietal lobe lesion.












Output


Although there are many potential responses to environmental stimuli, including subtle changes in the internal hormonal or neurochemical milieu, most often the response requires some type of motor output. The examination of this output can be divided into a motor (or muscular) component and a coordination component.






Motor (III, IV, VI, XI, XII) and Sensorimotor (V, VII, IX, X) Cranial Nerves


These cranial nerves are responsible for motor function in the head and neck and are tested by examining the functionality of the muscles they subserve. For example, cranial nerves III, IV, and VI innervate the extraocular muscles that allow the eye to scan its environment. They are therefore tested by examining the range of eye movement in all directions (by having the patient track one’s finger). The role and testing of other cranial nerves are listed in Table 5-1.






Motor Examination


There are three aspects evaluated in the motor examination: muscle tone, muscle bulk, and muscle strength. The three aspects may be affected separately. Motor tone refers to the resistance of a limb to passive movement through its normal range of motion. To examine for tone, one can have the patient fully relax the arms and legs to allow you to determine the degree of stiffness during passive motion. An increased level of tone, noted by rigidity or spasticity, is an important finding that may belie an upper motor neuron or extrapyramidal lesion (as in, e.g., parkinsonism).


Muscle atrophy is an important sign of lower motor neuron disease. Assessment of muscle bulk can be extraordinarily difficult, even for the seasoned clinician, because of natural variations in body habitus and the role of weightlifting or exercise (i.e., “bulking up”). Muscles that are unaffected by weightlifting or exercise (e.g., the facial muscles or the intrinsic muscles of the hand) may therefore provide the best estimate of overall muscle bulk.


In testing muscle strength, it is impractical (and unnecessary) to test each of the several hundred muscles in the human body. Should the patient have a focal motor complaint, knowledge of major muscle groups in the proximal and distal limbs becomes important. Muscle strength is graded from 0 (no motion) to 5 (normal strength).


Observation of gait is an excellent screening test for the patient without focal weakness. If the patient is able to rise briskly and independently from a seated position and walk independently, gross motor deficits can be confidently ruled out. The ability to walk on one’s heels and toes further ensures distal lower-extremity strength. Gait must be tested in all patients, particularly in older adults, for whom a fall can be a life-threatening event.












Coordination


Coordination reflects the ability to orchestrate and control movement, and it is crucial in the translation of movement into productive activity. Although the cerebellum probably plays the lead role in motor coordination, several other structures (e.g., the basal ganglia and red nucleus) are also clearly involved.


Walking is an extraordinarily complex motor skill that requires significant coordination of the trunk and limbs. Its complexity makes it an ideal screening test for coordination ability. Humans have a particularly narrow base when standing upright; with any degree of incoordination (ataxia), the patient needs to widen the base to remain upright. Balance becomes even more difficult when other sensory information is removed, forming the basis for Romberg’s maneuver. The sensitivity of screening is further increased by having the patient walk heel-to-toe (as on a tightrope). The ability to do this smoothly and quickly rules out any major impairment in coordination.


Diadochokinesia refers to the alternating movements made possible by the paired nature of agonist and antagonist muscle activity in coordinated limb movement. Abnormalities of this function are given the lengthy label dysdiadochokinesia and are detected by several simple maneuvers, including finger-to-nose, heel-to-shin, and rapid alternating movements (rapid pronation or supination of the forearm [e.g., screwing in a light bulb], finger tapping, or toe tapping). Having the patient tap out a rhythm is an excellent way to assess coordination ability. With cerebellar damage, the rhythm is poorly timed, with emphases in the wrong places.















CONCLUSION


The brain is an organ that is unmatched in its eloquence. Unlike the anginal grip of cardiac disease or the choking dyspnea of respiratory dysfunction, illness of the brain can send many different messages. Deciphering these messages using the neurologic examination can be complex and at times bewildering. This should not discourage the practicing psychiatrist from using the examination described in this chapter as a routine part of every patient evaluation.
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6 Limbic Music




George B. Murray, B.S., Ph.L., M.S., M.Sc., M.D., S.J., Nicholas Kontos, M.D.





“Limbic Music” is a strange title for a chapter in a handbook of psychiatry in the general hospital. However, it is meant to be clinically relevant. This chapter is primarily heuristic. Some license is taken with philosophic assumptions not adequately substantiated, there are arguable statements, and the anatomy and physiology on which this structure is based may change, although probably not in a major way, in the coming years. Mesulam1 mentions that the concept of the limbic system has ebbed and flowed to fit the preference of individual authors. This is another case of it. It is hoped that the use of limbic music will aid the clinician in assessing the affective component in the patient.


In academic institutions, the limbic system has historically played the ugly stepsister to the cerebral hemispheres and the arousal system. Several factors might account for this. First, the limbic system is difficult to reach within the brain; one has to traverse much cortex to get to it. Second, the limbic system is not a neatly discrete structure; some, such as Brodal,2 would say that it does not exist as a system at all. A third factor, not usually stated, but detectable in casual discussion, is that the limbic system does not subserve “higher function” and as a result has the bias associated with it as mediating “lower functions” in humans. Academics usually pride themselves not on their pro-football muscles but on their higher functions, and they therefore do not usually feel that the study of the “lower functions” (the four Fs) in human beings is an especially worthy, clean, intellectual, and liberalizing endeavor.






MIND–BRAIN


First, let us briefly review some aspects of the mind–body arena. Psychobiology was a word coined by Adolph Meyer to compress and unite the concept of mind–brain. Those of us who had an interest in the mind–brain connection thought that this concept of psychobiology would contain the kernel that would dispel the problems involved with mind–brain. Unfortunately, after carefully reading Meyer’s works, we find that kernel is still difficult to attain. In today’s iteration of the tradition of psychosomatic medicine, a word again tries to compress the two ideas of mind and brain (and the rest of the body) into one word, implying a unity therein. As one reads the literature in this area and discusses the term with experts in the field, one finds much left to be desired for an understanding of the relationship of mind to brain and vice versa – especially for the kind of understanding that the pragmatic and action-oriented physician needs in his or her daily work. Psychosomatic concepts may be quite interesting, and even true, in themselves, but as a collected fund of knowledge, they do not allow the physician to do much.


On the other hand, there is a certain animosity among psychosomaticists directed toward those who would split humans into mind and brain. In traditional philosophic thinking, there are two core poles: realism and idealism. Those with a more idealistic bent strive for global unity, tend to dislike fractionation and atomization, tend to charge the realists with disuniting and reducing everything to its smallest biological parts (i.e., realists are practitioners of reductionism). The charge goes on to say that in reductionism what one reduces and gets rid of is, in fact, mind. The idealist smiles when the charge is made that the realist has a mindless brain only; however, when the idealist is charged with having a brainless mind (as a subject of study) the smile turns to a frown.


The culprit for this great supposed split between brain and mind is usually thought to be Descartes. His most famous treatise, Discourse on the Method of Rightly Conducting the Reason and Seeking for Truth in the Sciences,3 outlined his philosophic approach to using methodical doubt in obtaining philosophic proof by the use of reason alone.


One often hears the phrase Cartesian dualism, and it is presupposed that Descartes, in isolating the mind from the body to study it more specifically, in fact initiated the great disunion of mind and brain.4 We submit that it was primarily Descartes’ followers who pragmatically operated on the premises of a split between brain and mind. Because Descartes is often quoted and rarely read, it is not difficult to see why he has been blamed for dualism. Descartes operated in no way differently than, for example, a heart surgeon does today. Heart surgeons isolate their interests and bear their intensity on how they may best make an intervention on the physiologic function of a failing heart, and they do not pay much attention to the gastrointestinal system, the endocrine system, and so forth. Similarly, Descartes set his intensity on the mind and did not, in fact, negate the importance of the body, just as the heart surgeon would not negate the importance of the endocrine system and the fact that humans live by all of their physiologic systems as well as mind. Although Descartes’ criteria of clarity and distinctness of ideas led him to emphasize a real distinction between mind and body—soul and body to him—he still did not accept the idea that the soul (mind) is just lodged in the body. What he does say in his Objections and Replies to Objections is “Mind and body are incomplete substances, viewed in relation to the man who is the unity which they form together.”5


Most psychiatrists use the term Cartesian dualism in a pejorative sense, as if to castigate someone for not being an idealistic upholder of “holism.” Most persons interested in psychosomatic medicine have an interest in how the body can influence the mind and how the mind can influence the body, but there have been no clear, distinct theories that settle this question to everyone’s satisfaction.


We submit here that a partial key to the understanding of the mind–brain or mind–body meld is the limbic system. The limbic system can be considered in the Cartesian manner as part mind and part body. Mind consists of many things: intellect, imagination, affect, cognition, and motivation, among others. There is no one definition of mind that satisfies everybody. If the neocortex is more “intellectual,” certainly the limbic system is more effectual. In fact, it is often stated that the limbic system is the substratum of emotion in humans and other animals.









HISTORY OF THE LIMBIC SYSTEM


The history of the development of the concept of the limbic system is important in psychiatry. Of the many names in the history of its development, four stand out: Broca, Papez, MacLean, and Nauta.


Paul Broca (1824–1880), a French surgeon, founded the Societé d’Anthropologie in Paris in 1859 (the year Darwin’s On the Origin of Species by Means of Natural Selection was published). In 1861, a patient named Laborgne came under Broca’s care. Laborgne had aphasia for 21 years; all he could say was “tan-tan-tan.” After his death, a postmortem examination was carried out, and Broca found a softened area in the left frontal cortex, now described as Brodmann’s area 44 and more popularly known as Broca’s area.6 In the medical sciences, Broca is best known for his work in aphasia. (Laborgne’s brain is extant, housed in L’École de Medicine in Paris, as is Broca’s brain.)


Broca is less well known as an author of a remarkable 113-page monograph on the comparative neuroanatomy of mammals.7 The title of this monograph is Des Circonvolutions Cérébrals. This work was published in Revue d’Anthropologie in 1878, two years before Broca’s death. The monograph is a fascinating comparative neuroanatomic study of mammals and contains drawings of what the author called the great limbic lobe (limbic meaning border). What Broca called the great limbic lobe includes today the cingulate gyrus, retrosplenial cortex, and parahippocampal gyrus (gyrus fornicatus).


Neuroanatomic knowledge progressed with its characterizations of nuclei and connections, but there was no stimulating discussion of the limbic lobe until 1937, when James Papez published his classic paper, “A Proposed Mechanism of Emotion.”8 Papez (1883–1958) was a 1911 graduate of the University of Minnesota Medical School; at the time of writing the paper cited, he was a neuroanatomist at Cornell University Medical School when it was still in Ithaca, New York. When he published the paper, it did not create much stir. According to MacLean,9 Papez wrote this paper because of some ongoing discussion in England on the subject; Papez thought that the discussion did not reflect the tradition of emotion and neuroanatomic structures already known, and thus he elaborated the idea of the limbic structures subserving the emotions.


From this paper came the popular name of the Papez circuit (Figure 6-1). This circuit was so called because Papez himself hypothesized that a neuroimpulse could leave the hippocampus via the fornix, travel up the fornix under the corpus callosum, and traverse the septal area into the mamillary bodies. At the mamillary bodies, a synaptic connection would be made to the anterior nucleus of the thalamus and then it would radiate up onto more primitive cortex, the cingulate gyrus. This impulse would then be captured at the level of the cingulate gyrus, be returned in a neurobundle, the cingulum, and be brought down and again entered into the hippocampus.10 He did not include the amygdala in this circuit.





[image: image]

Figure 6-1 The Papez circuit. 1, Brodmann areas 6 and 8; 2, area 9; 3, areas 10 and 11; 4, area 24; 5, cingulum; 6, fornix; 7, anterior nucleus of the thalamus; 8, mamillothalamic tract; 9, mamillotegmental tract; 10, mamillary body; 11, subiculum; 12, area 28.


(From Nieuwenhuys SR, Voogd J, Van Huijzen CHR: The human central nervous system, New York, 1979, Springer-Verlag.)





Papez postulated that this circuit was the basis for the feeling of emotions in humans. The cingulate gyrus in particular, not a neocortical structure, but composed of archicortex and mesocortex, allows a human to “know” that he or she is having his or her present feelings.


There was not much stir until 1947 when Paul MacLean ran across Papez’s paper in the library at Massachusetts General Hospital. At this time, MacLean was a U.S. Public Health Service fellow. MacLean, with Stanley Cobb as his mentor, was making electroencephalographic recordings of the mesobasal structures of the brain in patients with temporal lobe epilepsy. Discussion with Cobb about the significance of the Papez circuit resulted in MacLean’s visiting Papez (accomplished with Cobb’s help).


After his discussion with Papez, MacLean wrote a paper entitled “Psychosomatic Disease and the ‘Visceral Brain’: Recent Developments Bearing on the Papez Theory of Emotion.”11 MacLean used the term visceral brain because he wanted to communicate the notion of “gut feeling.” In those years, for the most part, this area of the brain was called the rhinencephalon, or the nose brain. It turned out that visceral brain did not catch the wind and soar effectively either.


In 1952, after further research, MacLean published another paper entitled “Some Psychiatric Implications of Physiological Studies on the Frontotemporal Portion of the Limbic System (Visceral Brain).”12 This was the first use of the term limbic system. This concept did catch the wind, and it soars today as a concept for structures that subserve emotion in humans.


Walle J. H. Nauta, a neuroanatomist at Massachusetts Institute of Technology, was instrumental both in his own meticulous work and in influencing his students in careful delineation and expansion of the limbic system. In tracking down frontal lobe connections to the limbic system, he effectively expanded it forward. Connections to the midbrain indicate an expansion of the limbic concept backward or “downstream.”13,14 One of Nauta’s students, Lennart Heimer, has further tracked and extended the limbic system’s connections into the basal forebrain, including his ventral striatum and an extended amygdala.15


More important, the limbic system can serve as an integrating concept for the clinical side of psychiatry and neurology. Various approaches to the study of the limbic system can be taken: morphologic,16 evolutionary,17 polymodal,1 or an overview.18 Perhaps Nauta gave us the most contemporary view: a look at emotions and their anatomy.19









PSYCHOLOGISTS’ VIEWS


There has been disagreement about the impact of the limbic system on the field of cognitive psychology. Some say emotion is partially independent of cognition; others say that emotions are the products of cognition. It is our position that although emotions (mediated by the limbic system) are usually conjoined with cognition, they can stand on their own without prior cognitive process. The psychologist Richard Lazarus, maintaining that emotions are the products of cognitions, said:





Recent years have seen a major change in the way psychologists view emotion—the rediscovery that emotions are products of cognitive processes. The emotional response is elicited by an evaluative perception in lower animals, and in humans by a complex cognitive appraisal of the significance of events for one’s well-being.20





The psychologist Robert Zajonc elaborated a position seemingly more in accord with how the limbic system functions:





Only a few years ago, I published a rather speculative paper entitled “Feeling and thinking” (Zajonc, 1980).21 … In this paper I tried to make an appeal for more concentrated study of affective phenomena which have been ignored for decades, and at the same time to ease the heavy reliance on cognitive functions for the explanation of affect. The argument began with the general hypothesis that affect and cognition are partially independent systems and although they ordinarily function conjointly, affect could be generated without a prior cognitive process. It could, therefore, at times precede cognition in a behavioral chain.22





Zajonc also believes that there exists a form of cognitive imperialism, wherein there is a disdain for affect and only the cognitive is considered to be of priority in higher animals. His position on the secondary nature of cognition recalls William James’s supposition that:





We feel sorry because we cry, angry because we strike, afraid because we tremble, and not that we cry, strike, or tremble, because we are sorry, angry, or fearful, as the case may be. Without the bodily states following on the perception, the latter would be purely cognitive in form, pale, colourless, destitute of emotional warmth.23





At the same time, Zajonc anticipates contemporary ideas such as Porges’s polyvagal theory24 and interoception25 where limbic activation and perception of bodily states precede and influence conscious responses and experiences. Sperry has shown movies of split brain subjects who had had corpus callosotomies for intractable epilepsy. In one film, the contents of a slide were flashed into the right cortex of a woman’s brain, and, of course, she could not speak about it because there is no Broca’s area in the right cortex. Every slide flashed into her left cortex only was described adequately in words; in the pictures flashed to her right cortex only, the left brain chattered on in a manner not relevant to the slide shown to the right mute brain. At one point, a risqué slide was shown to the right brain and the woman flushed and showed other aspects of autonomic arousal, for example, rapid respirations, increased systolic blood pressure, increased pulse rate. Not surprisingly, her left brain did not know why. All the left brain said was “Oh my! That’s something isn’t it!” Even though the left brain did not know what was occurring and the right brain did, the limbic system also “knew” what was occurring to have the affectual engagement of the autonomic system. It became clear that many things can happen affectually without all of the neocortex being aware of what is going on.









EMOTIONAL VALENCE


Humans’ intellects are often not formally conscious of much that goes on within them. This is no great insight to psychotherapists who emphasize the unconscious. Kihlstrom26 stated, “People may reach conclusions about events—for example, their emotional valence—and act on these judgments without being able to articulate the reasoning by which they were reached.” Behavioral activity can tell us often about the inner state of another or ourselves. For example, dogs have a visible “limbicometer,” their tails. Whether a dog’s tail wags or not, with what frequency, and with what vigor all tell us about the dog’s feelings.


Probably the closest thing to a limbicometer in humans is the smile. In this context, a smile is the limbic recognition of reality before it is fully understood by intellect (neocortex). If someone smiles and is asked why he or she smiled or what made him or her smile, that person often cannot specify or gives an intellectual response not derived from the present smile-reality.


The traditional view of affective coloring on incoming sensory material has been that the incoming sensory signals went to thalamic relay nuclei and therein radiated to sensory receiving areas as, for example, occipital visual Brodmann area 18. From there, over many synapses, the now-modified signal went to subcortical (limbic) regions, which attached an emotional tone to the signal (schematized in Figure 6-1). It is now clear, mainly through the work of LeDoux,27 that pathways exist from sensory receptors that bypass the neocortex and wend straight to the limbic system, specifically, the amygdala (Figure 6-2). If this bypass exists in humans, it could reshape current thinking about how the affective processing of incoming sensory material can be an unconscious function of the brain.





[image: image]

Figure 6-2 I, The traditional perceptual process. II, A recently found variant of the perceptual process.


(Modified from LeDoux JE: Sensory systems and emotion: a model of affective processing, Integr Psychiatry, 4:237–248, 1986.)





For example, amygdala activation was noted in white subjects exposed to unfamiliar African American faces (but not unfamiliar white faces), independent of their conscious expression of race attitudes.28 Further, the amygdala activation correlated with indirect measures of physiologic states of alarm (e.g., a startle response). No doubt, the “high-minded” cortex steers us away from some undesirable thoughts and behaviors, but for good and for ill it shares the helm with the limbic system far more than some would like to think.


The limbic system is involved with motivation, attention, emotion, and memory. It can also be looked at in an animal way or a human way. In a cavalier fashion, it is often said that the limbic system mediates the four Fs—fear, food, fight, and fornication. This is a view from the Olympian hill of the cerebral cortex. A more noble formulation is that the limbic system mediates gender role, territoriality, and bonding.29 For example, as far as territoriality is concerned, the limbic system mediates how one feels about family, rights, “keep off the grass,” and other areas that have a spatial or relational component. In bonding, the limbic system mediates strongly how one bonds to one’s spouse, family, parents, country, flag, and religion—in sum, loyalty. If this is true, most of the actions performed daily are already set limbically before humans neocortically intellectualize, and these three elements constitute much of the work of the psychiatrist.


The neocortex, with Broca’s area, is the substrate for the lyrics or the words of what one thinks and feels. The limbic system has no Broca’s area, has no words, but is the locus of the music of one’s affect. Psychiatric interviewers hear what people verbalize, but often much more important is what one sees, what one feels, and what one hears as the affective music or tune from the person interviewed.









AMYGDALA


Some general agreement exists that the amygdala is concerned with motivation in the organism. The classic view is that the amygdala attaches motivational significance to the information elaborated by the neocortex.30 Kagan and colleagues31 considered increased arousal in the amygdala to be a contributor to shyness in childhood and social avoidance in adults. The late Pierre Gloor of Montreal, following his experience with implanted electrodes in the human limbic system, proposed that:





the site where this [the coalescence of experimental mechanisms] occurs is the limbic system, and in particular the amygdala. Visual and auditory perceptual data are first analyzed in the appropriate areas of the temporal neocortex…. Finally, the information is conveyed to the amygdala where affective tone is attached to it. I would like to suggest that this involvement of affect is necessary to make a perception or memory emerge into consciousness, thus enabling it to be experienced as an event one is living or has lived through.32





Therefore, according to this proposal, it is primarily the amygdala and its role in affect that affects the brain’s consciousness of the material. Thus, the limbic system is responsible for what enters into consciousness—a long noble step from the four Fs.


A crude analogy may be helpful in how the neocortex and limbic system might work in the human. If one views a slide of Death Valley, one perceives that slide neocortically in the primary visual area pretty much the same as all other humans do. Limbically, however, one could have at least two different feeling states on seeing the slide. One could have a subtitle or label at the bottom of the slide reading “the sparse grandeur of the West,” or at the other end of the spectrum one could label the Death Valley slide as “the devil’s fiery hell.” The limbic system supplies the personalized affective tone when information is perceived or recalled.









HIPPOCAMPUS


The hippocampus has been termed, by O’Keefe and Nadel,33 a cognitive map. The importance of the hippocampus in memory is well known since the hippocampectomies in the patient H.M., who after this surgery, and right up to his recent death, was unable to lay down new memories.34 Knowing one’s place in the world, both internally and externally, appears to be another function of the hippocampus.


Because humans are an altricial species—the infant undergoes much maturation after birth—there is a relatively enormous openness to environmental influence compared to the nonaltricial species. Some fibers to the hippocampus do not mature for years after birth. Although “the wires and the juices” have much to do in setting the individual’s emotional life, it is this long maturation process that allows culture, teaching, and so forth to shape that emotional life.









CLINICAL ASPECT OF THE LIMBIC SYSTEM


At the bedside, one can use the Frank Jones story to screen for neuropsychiatric impairment. The supposition here is that the neocortex is usually affected in many conditions earlier and more severely than the limbic system. Let us say that the psychiatrist has been called because there is suspicion of a postoperative acute confusional state. One of the things the psychiatrist can do is say to the patient, “Now, how does this strike you? I have a friend, Frank Jones, whose feet are so big he has to put his pants on over his head.”


Usually, one of three responses is provided by patients. The type 1—or normal—response occurs when the limbic system is grossly intact. The patient will smile or chuckle. The chuckle indicates that the patient appreciates the incongruity, and when the patient is asked, “Can he do it?” the patient usually says something like, “No, it’s goofy…. The crotch—he can’t go up on both sides,” meaning that the patient also has intellectual insight.


The type 2 answer usually indicates that the limbic system is intact, but the neocortex is impaired. In this situation, the patient usually smiles and laughs and gives the limbic music that there’s something funny to the story. However, when asked, “Can he do it?” the patient will usually say something like, “Well, whatever you say,” or “Well, if he tries hard enough.” This type 2 patient appreciates the incongruity but does not have intellectual insight.


The type 3 response indicates that both the limbic system and the neocortex are impaired. After hearing the story the patient does not smile, shows no facial quizzicalness, and gives no special limbic response at all. When one asks, “Can he do it?” the unsmiling answer usually is something like, “Well, doctor, he must have to have special shoes but sure he can.” This patient neither appreciates the incongruity nor has intellectual insight. The patient has limbic and neocortical confusion, suggesting a more advanced or widespread pathologic process.


From a diagnostic point of view, the Frank Jones story is nonspecific, but rather sensitive.35 Its value lies also in its vivid display of how the patient processes and responds to the world.


Quietly confused hospitalized patients are often seen after surgery. The treating physician often does not recognize that the patient has an impairment of higher cortical function. The impairment is usually missed because the patient is alert and gets along well with the physician. The patient smiles and says he or she is doing okay, but if the patient is pressed to say exactly where he or she is, or what year it is, the patient does not know. The limbic system, even without neocortical clarity, can take humans quite far in everyday life, and that is probably what really gets us through the day. That is, the limbic system and not the higher intellectual activity of the neocortex, save for the primary motor and sensory areas, is where most human mental activity occurs. Much resistance to this notion exists, especially from intellectuals, theologians, humanists, and others who, perhaps unconsciously, have a bias against the limbic system because it mediates those raw, crude, baser elements of humans: that is, the emotions.





CASE 1


One of us (GBM) was once asked to see a patient in the Massachusetts Eye and Ear Infirmary for presumed hysterical blindness. She had had an extensive work-up that included visual evoked potentials; no clinical findings were found to support an organic lesion. Unfortunately, the diagnosis of a conversion disorder is often made without primary data for the diagnosis, but only with secondary, substantive corollary data from the psychosocial realm. This woman had quite a bit of psychosocial perturbation having to do with a violent husband and an appearance in court. In fact, the day she was seen, she was to have appeared in court against her husband, but “unfortunately” she was hospitalized.


During the interview she looked away from me. Gradually, I moved in front of her again as I continued talking and noticed that her eyes gradually moved off to the other side, looking away from me again. I continued to do this, moving in front of her gaze several times; each time she shifted her gaze. I performed the usual test of threatening her eyes with my hand. She did not blink. I then moved in front of her gaze and as I continued to speak I put both of my hands on the side of my head, contorted my face, and wiggled my fingers as children do. (The incongruity of finger wiggling and serious physician’s voice should evoke some response in the normal patient.) There was a brief, slight smile on her lips, and her eyes shifted away again. I repeated this maneuver several times, and each time it was apparent that the patient revealed a small smile, which immediately disappeared. Then it was clear: This woman sees.


My interpretation of what happened was that the patient perceived in the occipital cortex my funny business with the hands and screwing-up of my face but heard in her auditory cortex a serious physician’s voice. Before she could employ “neocortical squelch,” her limbic system assigned a valence32 to the incongruity of voice and pantomime, thus activating, presumably, the nucleus accumbens— the limbic basal ganglion36—and evoking a slight accumbens smile that appeared just beyond her immediate neocortical control.






CASE 2


One of us (NK) was once asked to see a man soon after an opiate overdose. He was large and muscular, wearing a bandana and Harley Davidson t-shirt and with abundant elaborate and somewhat macabre tattoos. He participated in the interview for only a few minutes and then quickly lapsed into a state of apparent unconsciousness when we got down to the details of his overdose and his choice of drug. He was unresponsive to voice, to loud voice, to shaking of shoulder, and all this seemed quite incongruent with his initial level of alertness. Because he looked like a man who knew how to take and to administer physical pain, I chose another route to test alertness before moving on to nail bed pressure or sternal rub. Taking a step back, I said in a slightly raised voice, “Now this is just strange. I don’t know if you are really out of it or if you’re just f***king with me.” The patient sprang up to a seated position and angrily but affectedly shouted “Well I never!”


Yes he had, of course, as was already obvious from a casual scan of the images and words on his arms. But his limbic system would not allow my alpha-male posturing to go unchallenged, and it overrode his cortically controlled “coma.” Menace ensued, but I intentionally ended the alpha male struggle via nature’s nonlethal limbic means: neck-baring.37 The patient agreed that I “would not be doing you any favors if I kept my suspicions about you a secret just because I’m scared of you.”












CONCLUSION


There are several points to emphasize. The use of the term limbic system here is not a hard, scientific usage; it partakes of metaphor. The limbic system can be helpful in understanding the so-called rift between mind and body. The stuff of clinical psychiatry is primarily mediated by the limbic system and not by the nonsensory structures of the neocortex. Limbic music is a term that denotes the existential, clinical raw feel emanating from the patient. It is a truer rendering of the patient’s clinical state than is articulate speech. Limbic music never lies.
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7 Psychological and Neuropsychological Assessment




Mark A. Blais, Psy.D., Sheila M. O’Keefe, Ed.D., Dennis K. Norman, Ed.D.





The intent of this chapter is to increase clinicians’ knowledge of psychological and neuropsychological assessment. This will be accomplished by reviewing the scientific basis of psychological instruments, the major categories of psychological tests, and the application of these instruments in clinical assessment. The chapter also briefly touches on issues related to the ordering of psychological testing and understanding of assessment reports. The material contained in this chapter should allow clinicians to better use psychological and neuropsychological assessments in the care of patients.


Psychological tests must be reliable and valid. Reliability represents the repeatability, stability, or consistency of a subject’s test score. Reliability is usually represented as a correlation coefficient ranging from 0 to 1.0. Research instruments can have reliabilities in the low .70s, whereas clinical instruments should have reliabilities in the high .80s to low .90s. A number of reliability statistics are available for evaluating a test. For example, internal consistency measures the degree to which items in a test function in the same manner, and test–retest reliability shows the consistency of a test score over time. Inter-rater reliability measured by the Kappa statistic reflects the degree of agreement among raters, usually corrected for chance. Unreliability, or error, can be introduced into a test score by variability in the subject (changes in the subject over time), the examiner, or the test (given with different instructions).


Validity is a more complex concept and a hard property to demonstrate. The validity of a test reflects the degree to which the test actually measures the construct it was designed to measure. Measures of validity are usually represented as correlation coefficients ranging from 0 to 1.0. Multiple types of validity data are required before a test can be considered valid. Content validity assesses the degree that an instrument covers the full range of the target construct, and predictive validity indicates how well a test predicts future occurrences of the target variable. It is important to realize that no psychological test is universally valid. Tests are considered valid or not valid for a specific purpose. The validity of psychological tests is comparable to that of most routine diagnostic tests used in medicine.






TYPES OF PSYCHOLOGICAL TESTS






Test of Intelligence


Matarazzo states, “Intelligence…is the aggregate or global capacity of the individual to act purposefully, to think rationally, and to deal effectively with the environment.”1 This definition demonstrates what the tests of intelligence measure (adaptive function) and that measured intelligence quotient (IQ) can provide important information, particularly with regard to treatment planning. In fact, measured IQ has been shown to account for approximately 25% of life success. The Wechsler tests are the most commonly used IQ tests; they cover almost the whole life span. The series starts with the Wechsler Preschool and Primary Scale of Intelligence (for ages 4 to 6 years), progresses to the Wechsler Intelligence Scale for Children-IV (for ages 5 to 16 years), and ends with the Wechsler Adult Intelligence Scale-IV (for ages 16 to 89 years).2-4 A new abbreviated version of the Wechsler IQ test is now available (Wechsler Abbreviated Scale of Intelligence [WASI]).5 All the Wechsler scales provide three major IQ tests scores: the full scale IQ, verbal IQ (VIQ), and performance IQ (PIQ). All three IQ scores have a mean of 100 and standard deviations (SDs) of 15. These statistical features mean that a 15-point difference between a subject’s VIQ and PIQ is both statistically and clinically meaningful. Table 7-1 presents an overview of the IQ categories.


TABLE 7-1 IQ Categories with Their Corresponding IQ Scores and Percentile Distribution






	IQ Categories






	Full Scale IQ Score

	Categories

	Normal Distribution Percentile






	≥ 130

	Very superior

	 2.2






	120-129

	Superior

	 6.7






	110-119

	High average

	16.1






	90-109

	Average

	50.0






	80-89

	Low average

	16.1






	70-79

	Borderline

	 6.7






	≤ 69

	Extremely low

	 2.2







IQ, Intelligence quotient.


The Wechsler IQ tests are composed of 10 or 11 subtests that were developed to tap into two primarily intellectual domains, verbal intelligence (as measured by Vocabulary, Similarities, Arithmetic, Digit Span, Information, and Comprehension) and nonverbal visual–spatial intelligence (as measured by Picture Completion, Digit Symbol, Block Design, Matrix Reasoning, and Picture Arrangement). Empirical studies have suggested that the Wechsler subscales can be reorganized into three cognitive domains: verbal ability, visual–spatial ability, and attention and concentration (which is assessed by the Arithmetic, Digit Span, and Digit Symbol subtests). All the Wechsler subtests have a mean score of 10 and an SD of 3. Given this statistical feature, we know that if two subtests differ by 3 or more scaled score points, the difference is significant. All IQ scores and subtest scaled scores are adjusted for age. It is important to understand that IQ scores represent patients’ ordinal position, their percentile ranking as it were, on the test relative to the normative sample. These scores do not represent a patient’s innate intelligence, and there is no good evidence that they measure a genetically determined intelligence. They do, to a considerable degree, reflect the patient’s current level of adaptive function.


At times it is difficult to sort out whether dysfunction in affect, behavior, or cognition can be primarily assessed with psychological instruments of psychiatric consultation or whether they require neuropsychological assessment. Requests for psychological assessment might be conveyed as follows:


Please conduct a psychological assessment on Ms. B, a 28-year-old, right-handed, single attorney to help determine “if Ms. B was really depressed and suicidal or just character-disordered.”


When the emergency department physician found her to be mildly confused and disoriented, Ms. B was admitted to the medical service. By the next morning, her mental status had improved; however, she continued to complain of extreme back pain and made vague suicidal statements. A pain work-up and psychiatric consultation were both ordered.


Ms. B got into frequent struggles with the nursing staff over the hospital’s smoking rules. A review of the medical chart revealed that she had graduated from a prestigious university and law school and was employed at a large legal firm. She had developed severe back pain secondary to multiple equestrian injuries that occurred while riding competitively in college. She had received various diagnoses for her pain, and she had failed to respond to several medication trials, surgery, and one stay on an inpatient pain rehabilitation unit. Ms. B’s current medications included diazepam 5 mg bid, amitriptyline 100 mg qhs, and oxycodone–acetaminophen (Percocet) one tablet qhs. The pain service consultant was unsure about the diagnosis. The psychiatric consultant found her to be guarded (with regard to her mood and the level of her suicidal ideation). She reported no history of depression or suicide attempts; later that same day, Ms. B completed a brief but fairly comprehensive psychological assessment.


The test battery for Ms. B consisted of several tests, including the WASI (which was given first); it was followed by the Rorschach inkblot test, four Thematic Apperception Test (TAT) cards, and the Personality Assessment Inventory (PAI). The WASI was selected for its brief administration time (20 to 30 minutes) and its ability to provide accurate IQ data (assessing cognitive function). The Rorschach was selected as the second test to be administered for two reasons: Given Ms. B’s guardedness, projective test data seemed crucial for the personality assessment, and it was felt that the novelty of the Rorschach might help maintain Ms. B’s involvement in the assessment. A self-report test of psychopathology was desired, but it seemed likely that Ms. B would neither complete one nor portray herself in an exceedingly favorable light. The PAI was selected for use because of its shorter length (344 items) and its ability to be scored with a short form of the test using only the first 160 items. Also, the PAI contains a number of treatment planning scales that can provide important information.


Ms. B’s assessment was conducted in her semiprivate room. Although this was not an ideal situation, hospital evaluations are commonly performed in this fashion. Surprisingly, Ms. B completed all of the testing without complaint or fuss. The WASI data assessed the quality and consistency of her cognitive function. Her WASI scores were full scale IQ 102, VIQ 120, and PIQ 87. The WASI data can be thought of as providing an estimate of the patient’s current best possible level of function. Her visual–spatial skills were weak relative to her verbal ability. In general, Ms. B’s cognitive functioning was not as effective as one might have assumed, given her verbal abilities and her level of education. The VIQ > PIQ difference of an 18-point split could have represented either a long-standing learning disability (somewhat less likely given her strong high school, college, and law school performance) or cognitive disruption secondary to depression, pain, the effects of her current medications, or a combination thereof.


The Rorschach revealed Ms. B’s implicit psychological function. The Rorschach depression index was positive and suggested either current depression or a propensity to depressive experiences. The suicide constellation was negative. Although her adaptive psychological resources were adequate, situational stress was overwhelming her ability to cope. Her affective experience was dominated by helplessness, painful internalized affect, and unmet dependency–nurturance needs. Together these findings suggested a possible depression resulting from situational factors. She was not psychotic, but her thinking was overpersonalized and idiosyncratic. The experience of anger also decreased her reasoning and judgment. She had an immature, self-centered personality style and a narcissistic character style. She did not process her feelings but instead tried to minimize them through intellectualization or externalize them (projection).


The PAI could be considered to provide a picture of her explicated psychological world. The PAI profile was valid. She reported minimal psychopathology. Her mean elevation on the 10 clinical scales was only 53 (T-score, well within the range of nonpatients), suggesting either that she was experiencing little overt distress or that she was reluctant to express emotional pain. Either way, she did not appear to others, including her caregivers, to be psychologically impaired. She reported mild clinical depression (T-score = 71) and excessive concern about her physical function (T-score = 85). Further, on clinical interview her excessive physical complaints and concerns overshadowed her depressive symptoms. A grandiose sense of self, consistent with the pronounced signs of a narcissistic character style on the Rorschach, was also indicated by one of the PAI subscales. On the treatment consideration scales, she indicated minimal interest in psychologically oriented treatments, a perception of high levels of social stress, and minimal suicidal ideation (T-score = 54).


Impressions and recommendations: Overall the assessment strongly suggested the presence of a clinical depression. Depression was likely masked to some extent by both the patient’s focus on her physical function (the back pain) and her inability or unwillingness to express her emotional pain. As a result, her depression was likely more significant and disruptive to her function than she was reporting. In addition, character issues (Axis II pathology) in the form of an immature self-centered view of the world and narcissistic character traits complicated Ms. B’s treatment. Ms. B’s function was greatly reduced because of both her depression and her situational stressors. These stressors affected both her emotional and intellectual function. Her ability to organize, plan, and initiate coping strategies was limited. As such, the advisability of her immediate return to full-time employment needed to be carefully reviewed. Her caregivers may have overestimated her level of function because of her strong verbal communication skills. On testing she did not appear to be actively suicidal (either on the self-report or projective tests). However, given her state of being emotionally overwhelmed and depressed and her reduced coping ability, Ms. B should be considered at an increased risk (over and above being depressed) for impulsive self-harm. Her safety should be monitored closely. Her psychotherapy, which will be challenging given her personality style, should first focus on practical efforts to improve her coping and function. Once her function stabilizes, the therapy focus might profitably expand to include her interpersonal style.









Tests of Personality, Psychopathology, and Psychological Function


Objective psychological tests, also called self-report tests, are designed to clarify and quantify a patient’s personality function and psychopathology. Objective tests use a patient’s response to a series of true/false or multiple-choice questions to broadly assess psychological function. These tests are called objective because their scoring involves little speculation. Objective tests provide excellent insight into how patients see themselves and how they want others to see and treat them. Self-report tests allow the patient to directly communicate their psychological difficulties to their caregivers.


The Minnesota Multiphasic Personality Inventory–2 (MMPI-2)6 is a 567-item true/false, self-report test of psychological function. It was designed to provide an objective measure of abnormal behavior, basically to separate subjects into two groups (normal and abnormal) and then to further categorize the abnormal group into specific classes.7 The MMPI-2 contains 10 clinical scales that assess major categories of psychopathology and 3 validity scales designed to assess test-taking attitudes. MMPI-2 validity scales are (L) lie, (F) infrequency, and (K) correction. The MMPI-2 clinical scales include (1) Hs—hypochondriasis, (2) D—depression, (3) Hy—conversion hysteria, (4) Pd—psychopathic deviate, (5) Mf—masculinity–femininity, (6) Pa—paranoia, (7) Pt—psychasthenia, (8) Sc—schizophrenia, (9) Ma—hypomania, and (10) Si—social introversion. More than 300 new or experiential scales have also been developed for the MMPI-2. MMPI raw scores are transformed into T-scores; a T-score greater than or equal to 65 indicates clinical levels of psychopathology. The MMPI-2 is interpreted by determining the highest two or three scales, called a code type. For example, a 2–4–7 code type indicates the presence of depression (scale 2), impulsivity (scale 4), and anxiety (scale 7), along with the likelihood of a personality disorder (PD).7


The Millon Clinical Multiaxial Inventory–III (MCMI-III) is a 175-item true/false, self-report questionnaire designed to identify both symptom disorders (Axis I conditions) and PDs.8 The MCMI-III is composed of 3 modifier indices (validity scales), 10 basic personality scales, 3 severe personality scales, 6 clinical syndrome scales, and 3 severe clinical syndrome scales. One of the unique features of the MCMI-III is that it attempts to assess both Axis I and Axis II psychopathology simultaneously. The Axis II scales resemble but are not identical to the Axis II disorders given in the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV). Given its relatively short length (175 items versus 567 for the MMPI-2), the MCMI-III has an advantage in the assessment of patients who are agitated, whose stamina is significantly impaired, or who are just suboptimally motivated.


The PAI9 is one of the newest objective psychological tests available. The PAI uses 344 items and a 4-point response format (false, slightly true, mainly true, and very true) to make 22 nonoverlapping scales. These 22 scales include 4 validity scales, 11 clinical scales, 5 treatment scales, and 2 interpersonal scales. The PAI covers a wide range of Axis I and Axis II psychopathology and other variables related to interpersonal function and treatment planning (including suicidal ideation, resistance to treatment, and aggression). The PAI possesses outstanding psychometric features and is an ideal test for broadly assessing multiple domains of relevant psychological function.


A subject’s response style can have an impact on the accuracy of his or her self-report. Validity scales are incorporated into all major objective tests to assess the degree to which a response style may have distorted the findings. The three main response styles are careless or random responding (which may indicate that someone is not reading or cannot understand the test), attempting to “look good” by denying pathology, and attempting to “look bad” by overreporting pathology (a cry for help or malingering).


Projective tests of psychological function differ from objective tests in that they are less structured and require more effort on the part of the patient to make sense of, and to respond to, the test stimuli. As a result, the patient has a greater degree of freedom to demonstrate his or her own unique personality characteristics. Projective tests are more like problem-solving tasks, and they provide us with insights into a patient’s style of perceiving, organizing, and responding to external and internal stimuli. When data from objective and projective tests are combined, they can provide a fairly complete picture or description of a patient’s range of function.


The Rorschach inkblot test10 consists of 10 cards that contain inkblots (five are black and white; two are black, red, and white; and three are various pastels), and the patient is asked to say what the inkblot might be. The test is administered in two phases. First, the patient is presented with the 10 inkblots one at a time and asked, “What might this be?” The patient’s responses are recorded verbatim. In the second phase, the examiner reviews the patient’s responses and inquires where on the card the response was seen (known as location in Rorschach language) and what about the blot made it look that way (known as the determinants). For example, a patient responds to Card V with “A flying bat.” The practitioner asks, “Can you show me where you saw that?” The patient answers, “Here. I used the whole card.” The practitioner asks, “What made it look like a bat?” The patient answers, “The color, the black made it look like a bat to me.” This response would be coded as follows:





[image: image]





The examining psychologist reviews these codes rather than the verbal responses to evaluate the patient’s performance. Rorschach “scoring” has been criticized for being subjective. However, over the last 20 years, Exner11 has developed a Rorschach system (called the Comprehensive System) that has demonstrated acceptable levels of reliability. For example, inter-rater Kappas of .80 or better are required for all Rorschach variables reported in research studies. Rorschach data are particularly valuable for quantifying a patient’s reality contact and the quality of his or her thinking.


The TAT is useful in revealing a patient’s dominant motivations, emotions, and core personality conflicts.12 The TAT consists of a series of 20 cards depicting people in various interpersonal interactions. The cards were intentionally drawn to be ambiguous. The TAT is administered by presenting 8 to 10 of these cards, one at a time, with the following instructions: “Make up a story about this picture. Like all good stories, it should have a beginning, a middle, and an ending. Tell me how the people feel and what they are thinking.” Although there is no standard scoring method for the TAT (making it more of a clinical technique than a psychological test proper), when a sufficient number of cards are presented, meaningful information can be obtained. Psychologists typically assess TAT stories for emotional themes, level of emotional and cognitive integration, interpersonal relational style, and view of the world (e.g., whether it is seen as a helpful or hurtful place). This type of data can be particularly useful in predicting a patient’s response to psychotherapy.


Psychologists sometimes use projective drawings (freehand drawings of human figures, families, houses, and trees) as a supplemental assessment procedure. These are clinical techniques rather than tests because there are no formal scoring methods. Despite their lack of psychometric grounding, projective drawings can sometimes be very revealing. For example, psychotic subjects may produce a human figure drawing that is transparent and shows internal organs. Still, it is important to remember that projective drawings are less reliable and less valid than the tests reviewed in this chapter.












NEUROPSYCHOLOGICAL ASSESSMENT


The request for neuropsychological testing might be framed as follows:


Please perform a neuropsychological evaluation on Mr. A, a 20-year-old, right-handed, white single male, to assess his current cognitive function, to establish a baseline profile, to aid in diagnosis, and to guide treatment. Help figuring out whether his current problems are a result of psychiatric or neurologic conditions would be greatly appreciated.


Mr. A was recently discharged from a psychiatric unit, where he was being treated for schizophrenic symptoms that included hallucinations (in multiple perceptual systems) and dysregulated behavior. He was on the medical service for treatment of diabetic ketoacidosis. Despite a long history of psychiatric and emotional problems (including a diagnosis of attention-deficit/hyperactivity disorder at the age of 9 and visual hallucinations that first developed at the age of 16), he has completed some college courses. During his mid- to late teens, he was treated with a variety of antidepressants and antianxiety agents. Antipsychotics were started in the past year. Two years before this admission, he sustained a closed head injury (CHI) in a motor vehicle accident. A question has arisen as to whether he has residual cognitive deficits resulting from the CHI. Although he denied use of substances within the past 4 months, he had regularly smoked marijuana, taken hallucinogenic mushrooms, and used inhalants.


Mr. A’s evaluation included a review of his recent hospital discharge summary, an interview with Mr. A and his mother, and a discussion with his outpatient treaters. The following tests were also administered: WASI, Wechsler Memory Scale–IV (WMS-IV), Trails A & B, Boston Naming Test, Hooper Visual Organization Test, Rey-Osterrieth Complex Figure, Stroop Color Word Test, Digit Vigilance, and PAI. Mr. A cooperated fully with the evaluation. Overall, his performance appeared to be a valid reflection of his current behavior and level of function. All the psychological tests were valid and interpretively useful. His WASI IQ scores were as follows: Full Scale IQ 76 (borderline range fifth percentile), VIQ 83 (low average range, thirteenth percentile), and PIQ 68 (second percentile). Age-adjusted scaled scores earned during this assessment were as follows:
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Further analysis of Mr. A’s WASI performance indicated a likely substantial decline from his premorbid level of function. Even if his estimated premorbid IQ had been just average (100), his current measured IQ has fallen 1.5 SDs. As such, the quality of his current function had also likely dropped substantially. Furthermore, his WASI profile revealed a significant 15-point difference between his VIQ and PIQ, favoring the former. A difference of this magnitude was unexpected and indicated that his nonverbal abilities suffered more of a decline than his verbal/language-based abilities. Because nonverbal intellectual abilities are typically associated with right-hemisphere function, these findings pointed to a relative inefficiency in his right hemisphere.


Memory Function: His performance on the WMS-IV was generally consistent with the WASI findings. His logical memory score (recalling a just-read paragraph) was at the fifty-seventh percentile on immediate recall (better than would have been expected given his current VIQ), and it fell to the eighteenth percentile after a 30-minute delay (more consistent with his measured IQ). However, the quality of his memories was not as good as the percentile scores suggest. On this test credit was given for any detail of a story recalled, and no credit was lost if the details were recalled out of order or if errors were introduced into the stories. Mr. A’s recall of these two stories was disjointed, and some facts were misrepresented. His functional verbal memory was likely less adequate than his test scores suggested. His visual memory (ability to recall designs) fell at the twelfth percentile on immediate recall and at the eighteenth percentile after a 30-minute delay. Although weaker than his verbal memory scores, his recall of visual material was consistent with his current measured (nonverbal) PIQ. However, the quality of his visual memories was also quite poor. His pattern of memory scores again pointed to possible greater right-hemisphere dysfunction.


Language: On the Boston Naming Test, he was able to correctly name 52 items (out of 60) spontaneously. This score was just slightly below the level expected for his age. However, when provided with a phonemic cue, he was able to improve his score to a 58 (out of 60). This degree of improvement suggested some mild word retrieval problems. He was able to comprehend complex instructions, suggesting that his receptive language skills were intact. His reading and writing abilities were not formally tested.


Visual–Spatial: Mr. A performed weakly, but inconsistently, on tests of visual–spatial function. His performance on the WASI Block Design subtest was weak (scaled score of 5), and he frequently broke the “gestalt” of the design he was trying to copy. On the Hooper Visual Organization Test, he obtained a score of 24, which was on the border of normal and impaired. However, his copy of the Rey Complex Figure was basically accurate. His inconsistent performance across these tests (all thought to tap basically the same function) suggested that fluctuations in his level of attention and motivation accounted for some of his poor performance.


Executive Function: On tests that tapped his ability to use abstract reasoning and to plan and change his behavior on the basis of external feedback, Mr. A again performed inconsistently. On the Trail Making Test Part B, a test that required him to draw a line that alternately connected numbers and letters in increasing order, he made three impulsive errors suggesting problems with inhibition of his behavior. Yet on the Stroop Color Word Test, he scored at the expected level. Again, it is likely that alterations in his attention and motivation contributed to his inconsistent performance on these tasks that were thought to tap into frontal lobe function.


Emotional Function: The patient’s PAI profile revealed elevations on the depression and schizophrenia scales. All three of the depression subscales (cognitive, affective, and physiological) were elevated (indicating a strong likelihood of major depression), as were all three schizophrenia subscales (psychotic experiences, social isolation, and thought disorder).


Mr. A likely suffers from both a mood disorder and a psychotic condition. However, it is not clear whether these are independent conditions. Mr. A also reported having a stimulus-seeking personality style and little motivation for psychological treatment. Both of these features will complicate his treatment.


Impressions and Recommendations: The neuropsychological evaluation revealed three principal findings: (1) Mr. A’s overall functional capacity (efficiency of his function) was greatly reduced from his premorbid level. (2) There were some consistent findings that point to a greater relative decline in right-hemisphere function. (3) However, most of the areas tested revealed inconsistent findings that likely reflect minute-to-minute fluctuations in his attention, concentration, and level of motivation. The overall profile appears most consistent with the types of cognitive deficits usually associated with schizophrenia and also point to a possible independent (but mild) problem that affects his right-hemisphere function. Perhaps this mild right-hemisphere impairment is a residual effect resulting from his CHI. Still, the majority of difficulties seen on this testing (and likely in his daily function) appear related to his psychiatric condition (schizophrenia).


Neuropsychological function assessment is a relatively recent development within applied psychology. In fact, it is only in the last 2 or 3 decades that neuropsychology has become established as a clinical specialty. Neuropsychologists assess brain–behavior relationships using standardized psychological instruments. The main goal of a neuropsychological evaluation is to relate a patient’s test performance to both the status of his or her central nervous system and real-world functional capacity. In addition to assessing general intelligence, a complete neuropsychological assessment evaluates five major cognitive abilities: attention and concentration, language (expressive and receptive), memory (immediate and delayed), visual–spatial intelligence, and executive function and abstract thinking. This assessment is similar to the mental status examination used in neurology; it differs mainly in that it provides a deeper, more comprehensive, and better-quantified assessment. The application of a battery of tests covering these major cognitive areas allows for a broad assessment of the patient’s strengths and deficits and provides some indication as to how these strengths and deficits will affect real-world adaptation.






Types of Neuropsychological Assessment


The Halstead-Reitan (H-R) Battery is the oldest standardized neuropsychological assessment battery currently in use. The H-R Battery is an elaborate and time-intensive set of neuropsychological tests. Analysis of an H-R Battery is almost exclusively quantitative. The H-R profile is interpreted at four levels: an impairment index (a composite score reflecting the subject’s overall performance), lateralizing signs, localizing signs, and a pattern analysis for inferences of causal factors.13 The Boston process approach to neuropsychological assessment is a newer and more flexible style of neuropsychological assessment.14 The Boston process approach starts with a small core test battery (usually containing one of the Wechsler IQ tests); subsequently, hypotheses regarding cognitive deficits are developed on the basis of the patient’s performance. Other instruments are administered to test and refine these hypotheses about the patient’s cognitive deficits. The Boston approach focuses on both the quantitative and qualitative aspects of a patient’s performance. By qualitative, we mean the manner or style of the patient’s performance, not just the accuracy. In fact, reviewing how a patient failed an item can be more revealing than knowing which items were missed. In this way the Boston approach reflects an integration of features from behavioral neurology and psychometric assessment.


Many neuropsychologists use a composite battery of tests in their day-to-day clinical work. A composite battery is usually composed of an IQ test (one of the Wechsler scales) and a number of selected tests matched to the patient and to the disorder being evaluated. Here we review some of the specific neuropsychological tests that might be used to compose a battery or to assess specific cognitive functions. For a description of these tests, see Spreen and Strauss.15


Attention and concentration are central to most complex cognitive processes; therefore it is important to adequately measure these functions in a neuropsychological test battery. In fact, some patients who complain of memory disorders turn out to have impaired attention and concentration rather than pure memory dysfunction. Tests of attention and concentration include Trail Making Test Parts A & B and the mental control subtests of the WMS-IV and the WAIS-IV digit span, digit symbol, and arithmetic subtests. It is important to assess language from a number of perspectives, including simple word recognition, reading comprehension, verbal fluency, object-naming ability, and writing. Frequently used measures of language function are the WAIS Verbal IQ subtests, the Boston Naming Test, the Verbal Fluency Test, Reading (word recognition and reading comprehension), and Written Expression (a writing sample). The accurate measurement of reading ability (often using the North American Adult Reading Test) can provide an estimation of premorbid intelligence and allow the examiner to gauge the degree of overall cognitive decline. The assessment of memory is extremely important in a neuropsychological battery because impaired memory is both a major reason for referral and a strong predictor of poor treatment outcome. An evaluation of memory should cover both visual and auditory memory systems, measure immediate and delayed recall, assess the pattern and rate of new learning, and explore for differences between recognition (memory with a retrieval cue) and unaided recall. The WMS-IV4 is one of the primary memory inventories. Like the Wechsler IQ scales, this memory test is well standardized. The WMS-IV produces major memory scores that have a mean of 100 with an SD of 15. The memory subscales all have a mean of 10 and an SD of 3. These statis- tical properties allow for a detailed evaluation of memory function. In fact, the most recent revision of the Wechsler IQ and Memory Scales was jointly normed, allowing for more meaningful comparisons between IQ and memory. The Three Shapes and Three Words Memory Test16 is a less demanding test of verbal (written) and nonverbal immediate and delayed memory. Unfortunately, it is not well normed. Visual–spatial tests (usually with a motor component—drawing) help evaluate right-hemisphere functions in most (right-handed) adults. Because these deficits are nonverbal (sometimes called silent), they are often overlooked in briefer nonquantitative cognitive evaluations. Tests that tap visual–spatial function include the Rey-Osterrieth Complex Figure, the Hooper Visual Integration Tests, the Draw-a-Clock Test, and the Performance IQ subtests of the WAIS. Executive function refers to higher-order cognitive processes, such as judgment, planning, logical reasoning, and the modification of behavior on the basis of external feedback. All these functions are thought to be associated with the frontal and prefrontal lobes and are extremely important for effective real-world function. One of the most frequently used tests of executive function is the Wisconsin Card Sorting Test (WCST), which requires the patient to match 128 response cards to one of four stimulus cards using three possible dimensions (color, form, and number). While the patient matches these cards, the only feedback he or she receives is the response “right” or “wrong.” After 10 consecutive correct matches, the matching rule shifts to a new dimension (unannounced) and the patient must discover the new rule. One of the primary scores from the WCST is the number of perseverative errors committed (a perseverative error is scored when the patient continues to sort to a dimension despite clear feedback that the strategy is incorrect). Other tests of executive functioning include the Booklet Format Category Test, the Stroop Color Word Test, and the similarities and comprehension subtests of the WAIS (tapping abstract reasoning).


Typically, neuropsychologists are interested in both the absolute magnitude of patients’ performance (how well they performed in comparison with the test’s norms) and any differences between the two body sides (the left–right discrepancies). Tests of motor function include the Finger Tapping Test (the average number of taps per 10 seconds with the index finger of each hand) and a test of grip strength (using the hand dynamometer). Sensory tests include Finger Localization Tests (naming and localizing fingers on the subject’s and examiner’s hand) and Two-Point Discrimination and Simultaneous Extinction Test (measuring two-point discrimination threshold and the extinction or suppression of sensory information by simultaneous bilateral activation).


It is becoming more evident that many psychiatric conditions are associated with cognitive impairment. Therefore a complete neuropsychological assessment should also include a self-report test of psychopathology, such as the MMPI-2. Including such a test in the battery allows the neuropsychologist to assess the possible contribution of psychopathology to the cognitive profile. One of the main advantages of neuropsychological assessment is the ability to compare a patient’s performance to that of a normative sample. This allows the physician to determine how well the patient performed relative to a comparison group. However, the usefulness of neuropsychological test data can be limited by the quality of such norms. Unfortunately, the quality of norms varies greatly from test to test. Tests such as the Wechsler IQ and Memory Scales have excellent norms, whereas other frequently used tests (e.g., Boston Naming Test) have more limited norms. With regard to older adults, it is most helpful to have age- and education-adjusted norms because both these variables have a substantial mediating effect on the normal (age-appropriate) decline of cognitive function.


A number of brief neuropsychological assessment tools are used in clinical practice. Brief assessment tools are not a substitute for a comprehensive neuropsychological assessment, but they can be useful as screening instruments or when patients cannot tolerate a complete test battery. One such brief test is the Dementia Rating Scale–2 (DRS-2).17 This test provides a brief but reasonable assessment of the major areas of cognitive function (attention, memory, language, reasoning, and construction). The test employs a screening methodology in evaluating these cognitive domains; the patient is first presented with a moderately difficult item, and if that item is passed, the rest of the items in that domain are skipped (with the examiner moving on to the next domain). However, if the screening item is failed, then a series of easier items are given to more fully evaluate the specific cognitive ability.


The DRS-2 is a useful tool for assessing patients 55 and older who are suspected of having dementia of the Alzheimer’s type (DAT). It takes between 10 and 20 minutes to administer, and it provides six scores. The total score and the scores from the Memory and Initiation/Perseveration subscales have been useful in the identification of patients with DAT. The DRS was designed to have a deep floor. This means that the test contains many items that tap low levels of function and allow the test to track patients as their function declines. This quality makes the DRS a useful tool for monitoring patients with DAT along the course of their illness.


The differentiation of depression from dementia in older adults is the most common neuropsychological referral question. Depression in older adults is often accompanied by mild cognitive deficits, making the diagnostic picture somewhat confused with that of early dementia. By evaluating the profile of deficits obtained across a battery of tests, a neuropsychologist can help distinguish between these two illnesses. For example, depressed patients tend to have problems with attention, concentration, and memory (new learning and retrieval), whereas patients with early dementia have problems with delayed recall memory (encoding) and word-finding or naming problems. Both groups of patients can display problems with frontal lobe/executive function. However, the function of the depressed patient often improves with cues or suggestions about strategies; this typically does not help patients with dementia. Although this general pattern does not always hold true, it is this type of contrasting performance that allows neuropsychological assessment to aid differential diagnosis.


Whether a patient is capable of living independently is a complex and often emotionally charged question. Neuropsychological test data can provide one piece of the information needed to make a reasonable medical decision in this area. In particular, neuropsychological test data regarding memory function (both new learning rate and delayed recall) and executive function (judgment and planning) have been shown to predict failure and success in independent living. However, any neuropsychological test data should be thoughtfully combined with information from an occupational therapy evaluation, assessment of the patient’s psychiatric status, and input from the family (when available) before rendering any judgment about a patient’s capacity for independent living.


Neuropsychological assessment has a role in the diagnosis and treatment of adults and children with attention-deficit disorder (ADD). However, as in the question of independent living status, it provides just a piece of the data necessary for making this diagnosis. The evaluation of ADD should include a detailed review of academic performance, including report cards and school records. When possible, living parents should also be interviewed for their recollections of the patient’s childhood behavior. The neuropsychological evaluation should focus on measuring intelligence, academic achievement (expecting to see normal or better IQ with reduced academic achievement), and multiple measures of attention and concentration (with tests of passive, active [shifting], and sustained attention). Although the neuropsychological testing profile might aid in the diagnosis of ADD in adulthood, the diagnosis is usually based on historic data. The neuropsychological test data or profile is often more useful in helping the patient, family, and treater understand the impact of ADD on the patient’s current cognitive abilities, as well as ruling out co-morbid disorders (e.g., learning disabilities, which are very common in ADD).


Neuropsychological assessments can often aid in treatment planning for patients with moderate to severe psychiatric illness. Although this aspect of neuropsychological testing is somewhat underutilized at present, in the years to come this may prove to be the most beneficial use of these tests. Neuropsychological assessment benefits treatment planning by providing objective data (a test profile) regarding the patient’s cognitive skills (deficits and strengths). The availability of such data can help clinicians and family members develop more realistic expectations about the patient’s functional capacity.18 This can be particularly helpful for patients suffering from severe disorders, such as schizophrenia. The current literature indicates that neuropsychological deficits are more predictive of long-term outcome in schizophrenic patients than are either positive or negative symptoms.












OBTAINING AND UNDERSTANDING TEST REPORTS


Referring a patient for an assessment consultation should be like referring a patient to any professional colleague. Psychological and neuropsychological testing cannot be done “blind.” The psychologist will want to hear relevant information about the case and will explore with the referring practitioner what questions need to be answered (this is called the referral question). On the basis of this case discussion, the psychologist will select an appropriate battery of tests designed to obtain the desired information. It is helpful if the referrer prepares the patient for the testing by reviewing with him or her why the consultation is desired and telling him or her that it will likely take 3 or more hours to complete. The referrer should expect the psychologist to evaluate the patient in a timely manner and provide verbal feedback, a “wet read,” quickly. The written report should follow shortly thereafter (inpatient reports should be produced within 48 hours and outpatient reports should be available within 2 weeks).


The psychological assessment report is the written statement of the psychologist’s findings. It should be understandable and should plainly state and answer the referral question(s). The report should contain relevant background information, a list of the tests used in the consultation, a statement about the validity of the results and the confidence the psychologist has in the findings, a detailed integrated description of the patient, and clear recommendations. It should contain raw data (e.g., IQ scores) as appropriate to allow for meaningful follow-up testing. To a considerable degree, the quality of a report (and the assessment consultation) can be judged from the recommendations provided. A good assessment report should contain a number of useful recommendations. The referrer should never read just the summary of a test report; this leads to the loss of important information, because the whole report is really a summary of a very complex consultation process.


In contrast to the written report from a personality assessment, the written neuropsychological testing report tends to be less integrated. The test findings are provided and reviewed for each major area of cognitive function (intelligence, attention, memory, language, reasoning, and construction). These reports typically contain substantial amounts of raw data to allow for meaningful retesting comparison. However, the neuropsychological assessment report should provide a brief summary that reviews and integrates the major findings and also contains useful and meaningful recommendations. As with all professional consultations, the examining psychologist should be willing to meet with the referrer and/or the patient to review the findings.
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8 Diagnostic Rating Scales and Laboratory Tests
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Although the interview and the mental status examination compose the primary diagnostic tools in psychiatry, the use of standardized rating scales and laboratory tests provides important adjunctive data. In addition to ruling out medical and neurological explanations for psychiatric symptoms, the quantitative instruments described in this chapter play important clinical roles in clarifying disease severity, identifying patients who meet subsyndromal criteria within a particular diagnosis, assessing response to treatment, and monitoring for treatment-related side effects. Rating scales are similarly applied in research studies to enroll patients and are often developed initially for this purpose.






DIAGNOSTIC RATING SCALES


Diagnostic rating scales (or rating instruments) translate clinical observations or patient self-assessments into objective measures. Clinically, rating scales can screen for individuals who need treatment, evaluate the accuracy of a diagnosis, determine the severity of symptoms, or gauge the effectiveness of a given intervention. In clinical research, rating scales ensure the diagnostic homogeneity of subject populations, essentially helping to define phenotypic categories, and assess outcomes of study interventions. Ideal rating instruments in both settings should demonstrate good reliability (i.e., the ability to relate consistent and reproducible information) and validity (i.e., the ability to measure what they intend to measure). Although clinician-administered instruments are generally more reliable and valid, self-completed patient instruments are less time-consuming and more readily utilized. In either case, careful consideration should be given to the clinical meanings and consequences of their results, as well as to cultural factors that could affect performance. The following sections summarize commonly used rating scales for general psychiatric diagnosis as well as specific disorders and treatment-related conditions.









GENERAL PSYCHIATRIC DIAGNOSTIC INSTRUMENTS


The Structured Clinical Interview for the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV), (SCID)1,2 is the most commonly used clinician-administered diagnostic instrument in psychiatry. An introductory segment relies on open-ended questions to elucidate demographic, medical, and psychiatric histories, as well as medication use. The remainder employs standardized questions in nine modules that reflect DSM-IV, criteria for most major Axis I disorders: mood episodes, psychotic symptoms, psychotic disorders, mood disorders, substance use, anxiety, somatoform disorders, eating disorders, and adjustment disorders. Based on patient responses, the rater determines the likelihood that criteria for a DSM-IV diagnosis will be met. The SCID is reliable but time-consuming; for this reason, it is used primarily in research. The derivative SCID-clinical version (SCID-CV) provides a simplified format more suitable for clinical use. A similar, but more compact and easily administered, structured diagnostic interview is the Mini International Neuropsychiatric Interview (MINI).3 Also administered by the clinician, the MINI uses “yes/no” questions that cover the major Axis I disorders, as well as antisocial personality disorder and suicide risk. Following administration of a diagnostic instrument, the seven-point Clinical Global Improvement (CGI) scale may be used to determine both severity of illness (CGI-severity [S]) and degree of improvement following treatment (CGI-improvement [I]).4 On the CGI-S, a score of 1 indicates normal, whereas a score of 7 indicates severe illness; a 1 on the CGI-I corresponds to a high degree of improvement, whereas a 7 means the patient is doing much worse.






Mood Disorders


Considered the “gold standard” for evaluating the severity of depression in clinical studies, the Hamilton Rating Scale for Depression (HAM-D)5 may be used to monitor the patient’s progress during treatment, after the diagnosis of major depression has been established. This clinician-administered scale exists in several versions, ranging from 6 to 31 items; answers by patients are scored from 0 to 2 or 0 to 4 and tallied to obtain an overall score. Standard scoring for the 17-item HAM-D-17 instrument, frequently used in research studies, is listed in Table 8-1. A decrease of 50% or more in the HAM-D score is often considered to indicate a positive treatment response, whereas a score of 7 or less is considered equivalent to a remission. The HAM-D was developed before publication of the DSM-III and does not evaluate more recent criteria for depression (e.g., anhedonia); it also favors somatic signs and symptoms and can miss atypical symptoms, such as overeating and oversleeping.


TABLE 8-1 Scoring the HAM-D






	Score

	Interpretation






	0–7

	Not depressed






	7–15

	Mildly depressed






	15–25

	Moderately depressed






	>25

	Severely depressed







HAM-D, Hamilton Rating Scale for Depression.


The Montgomery-Asberg Depression Rating Scale (MADRS) is a 10-item clinician-administered scale, designed to be particularly sensitive to antidepressant treatment effects in patients with major depression.6 The HAM-D and the MADRS are well correlated with each other, with the MADRS sampling a smaller symptom set, but including anhedonia and concentration difficulties not collected in the HAM-D. The MADRS provides a short but reliable scale, optimized for rapid clinical use.


The Beck Depression Inventory (BDI)7 is a widely used 21-item patient self-rating scale that can be completed in a few minutes. Scores on the BDI can be used both as a diagnostic screen and as a measure of improvement over time. For each item, patients choose from among four answers, each corresponding to a severity rating from 0 to 3. The correlation between total scores and the severity of depression is provided in Table 8-2. Although easy to administer and to score, the BDI also excludes atypical neurovegetative symptoms.


TABLE 8–2 Scoring the BDI






	Score

	Interpretation






	0–7

	Normal






	7–15

	Mild depression






	15–25

	Moderate depression






	>25

	Severe depression







BDI, Beck Depression Inventory.


Fewer rating scales have been designed to assess mania. Two instruments for assessing manic symptoms, the Manic State Rating Scale (MSRS)8 and Young Mania Rating Scale (Y-MRS)9 have been designed for use on inpatient units; they demonstrate high reliability and validity. Whereas the 26-item MSRS gives extra weight to grandiosity and to paranoid–destructive symptoms, the Y-MRS examines primarily symptoms related to irritability, speech, thought content, and aggressive behavior. Neither scale has been as extensively evaluated for reliability and validity as have its counterparts geared toward depression. Newer scales, such as the Bipolar Depression Rating Scale (BDRS), have been designed to capture episodes of bipolar depression, focusing more on mixed symptoms than the above noted studies designed for unipolar depression.10









Psychotic Disorders and Related Symptoms


Instruments for assessing psychotic symptoms are nearly always administered by clinicians. Two of the broader and more frequently used instruments are the Brief Psychiatric Rating Scale (BPRS)11 and Positive and Negative Syndrome Scale (PANSS).12 The BPRS was designed to address symptoms common to schizophrenia and other psychotic disorders, as well as severe mood disorders with psychotic features. Items assessed include hallucinations, delusions, and disorganization, as well as hostility, anxiety, and depression. The test is relatively easy to administer and takes about 20 to 30 minutes. The total score, often used to gauge the efficacy of treatment, provides a global assessment and therefore lacks the ability to track subsyndromal items (e.g., positive versus negative symptoms). Alternatively, the PANSS includes separate scales for positive and negative symptoms, as well as a scale for general psychopathology. The PANSS requires more time to administer (30 to 40 minutes); related versions for children and adolescents are available.


More focused attention to positive and negative symptoms characterize the Scale for the Assessment of Positive Symptoms (SAPS)13 and the Scale for the Assessment of Negative Symptoms (SANS),14 respectively. The 30-item SAPS is organized into domains that include hallucinations, delusions, bizarre behavior, and formal thought disorder; the 20-item SANS covers affective flattening and blunting, alogia, avolition-apathy, anhedonia-antisociality, and attentional impairment. The scales are particularly useful to document specific target symptoms and measure their response to treatment, but their proper administration requires more training than do the global scales.


The proclivity of neuroleptics to induce motoric side effects has driven the creation of standardized rating scales to assess these treatment-related conditions. The Abnormal Involuntary Movement Scale (AIMS)4 is the most widely used scale to rate tardive dyskinesia. Ten items evaluate orofacial movements, limb–truncal dyskinesias, and global severity on a 5-point scale; the remaining two items rule out contributions of dental problems or dentures. The Barnes Akathisia Rating Scale15 evaluates both objective measures of akathisia, as well as subjective distress related to restlessness. Both scales are administered easily and rapidly and may be used serially to document the effects of chronic neuroleptic use or changes in treatment.









Anxiety Disorders


A variety of rating scales are available to assess anxiety symptoms as well as specific anxiety disorders (e.g., panic disorder, social phobia, obsessive–compulsive disorder [OCD], posttraumatic stress disorder [PTSD], and generalized anxiety disorder [GAD]). Two of the more frequently used scales, both clinically and for research purposes, are described here: the Hamilton Anxiety Rating Scale (HAM-A)16 and Yale-Brown Obsessive Compulsive Scale (Y-BOCS).17,18 The HAM-A provides an overall measure of anxiety, with particular focus on somatic and cognitive symptoms; worry, which is a hallmark of GAD, receives less attention. The clinician-administered scale consists of 14 items and, when scored, does not distinguish specific symptoms of a specific anxiety disorder. A briefer 6-item version, the Clinical Anxiety Scale, is also available. The most widely used scale for assessing severity of OCD symptoms, the Y-BOCS, is also clinician-administered and yields global as well as obsessive and compulsive subscale scores. Newer self-report and computer-administered versions have compared favorably to the clinician-based gold standard. The Y-BOCS has proven useful both in initial assessments and as a longitudinal measure.









Attention Disorders


Rating scales for attention disorders in children are numerous and include clinician-administered instruments, along with self-reports and scales completed by teachers, parents, and other caregivers.19 Current (DSM-IV) diagnostic criteria for attention-deficit/hyperactivity disorder (ADHD) in children and adolescents require impairment across multiple settings, necessitating a multi-informant assessment. The Conners Rating Scales are the most popular and well researched of the DSM-IV–based rating scales and exist in several versions, including parent and teacher questionnaires, an adolescent self-report scale, and both full and abbreviated length scales.20 The full scale is limited in use by its length (20-30 minutes to administer), but it provides a large normative base and well tested reliability. Completed by parents or teachers, the ADHD Rating Scale-IV (ADHD RS-IV) derives directly from DSM-IV symptom criteria and provides a faster (5-10 minutes), reliable screening that can help to identify children in need of additional evaluation and monitor treatment effects in children treated for ADHD.21 The Adult ADHD Self-Report Scale (ASRS) is an 18-item self-rating scale focusing on difficulties with concentration, organization, and psychomotor restlessness.22 The checklist takes about 5 minutes to complete and can alert the treating clinician of the need for a more in-depth interview and assessment. A 6-item screening tool, taken out of the full ASRS, provides a rapid (less than 2 minutes) method for screening general clinic populations.









Substance Abuse Disorders


The CAGE Questionnaire (Table 8-3)23 is a brief, clinician-administered tool used to screen for alcohol problems in many clinical settings. CAGE is an acronym for the four “yes/no” items in the test, which requires less than 1 minute to administer. “Yes” answers to two or more questions indicate a clinically significant alcohol problem (sensitivity has been measured at 0.78 to 0.81, specificity at 0.76 to 0.96), and positive screening suggests the need for further evaluation. The Alcohol Use Disorders Identification Test (AUDIT) is a 10-item questionnaire designed to detect problem drinkers at the less severe end of the spectrum, prior to the development of alcohol dependence and associated medical illnesses and major life problems from drinking.24 The AUDIT can quickly screen for hazardous alcohol consumption (sensitivity 0.92 and specificity 0.94) in outpatient settings and permit early intervention and treatment for alcohol-related problems, often before the brief CAGE questions would be positive. A widely used scale to assess past or present clinically significant drug-related diagnoses, the Drug Abuse Screening Test (DAST)25 is a 28- or 20-item self-administered instrument that takes several minutes to complete. If the subject answers “yes” to five or more questions, a drug abuse disorder is likely. The instrument includes consequences related to drug abuse (without being specific about the drug); it is most useful in settings where drug-related problems are not the patient’s chief complaint.


TABLE 8-3 The CAGE Questionnaire






	
C Have you ever felt you should Cut down on your drinking?






	
A Have people Annoyed you by criticizing your drinking?






	
G Have you ever felt bad or Guilty about your drinking?






	
E Have you ever had a drink first thing in the morning to steady your nerves or get rid of a hangover (Eye opener)?














Cognitive Disorders


Cognitive scales are useful for screening out organic causes for psychopathological conditions and can help the clinician determine whether more formal neuropsychological, laboratory, or neuroimaging work-ups are warranted. It is important to consider the patient’s intelligence, level of education, and literacy before interpreting results. The Folstein Mini-Mental State Examination (MMSE) (Table 8-4)26 is used ubiquitously in diagnostic interviews as well as to follow cognitive decline over time in neurodegenerative disorders. The MMSE is administered by the clinician. It includes items that test orientation to place (state, county, town, hospital, and floor) and time (year, season, month, day, and date), registration and recall of three words, attention and concentration (serial 7s or spelling the word world backward), language (naming two items, repeating a phrase, understanding a sentence, following a three-step command), and visual construction (copying a design). The total score ranges from 0 to 30, with a score of 24 or lower indicating possible dementia. Although highly reliable and valid, the MMSE demonstrates less sensitivity early in the course of Alzheimer’s disease and other dementing disorders, and pays little attention to executive function. In clinical practice, the MMSE is often supplemented by clock drawing and Luria maneuvers to more fully assess frontal function.


TABLE 8-4 Scoring the MMSE






	5 points

	Orientation to state, country, town, hospital, floor






	5 points

	Orientation to year, season, month, day, date






	3 points

	Registration of three words






	3 points

	Recall of three words after 5 minutes






	5 points

	Serial 7s or spelling world backward






	2 points

	Naming two items






	1 points

	Understanding a sentence






	1 points

	Writing a sentence






	1 points

	Repeating “No if’s, and’s, or but’s”






	3 points

	Following a three-step command






	1 points

	Copying a design






	30 points

	Total







Adapted from Folstein MF, Folstein SE, McHugh PR: “Mini-mental state”: a practical method for grading the cognitive state of patients for the clinician, J Psychiatr Res 12:189–198, 1975.


The clock drawing test is a simple, bedside assessment of general cognitive dysfunction.27 When asked to draw a clock face with the hands set to a specified time (e.g., 10 minutes to 2), the patient must demonstrate several cognitive processes, including auditory comprehension of the instructions, access to the semantic representation of a clock, planning ability, and visual–spatial and visual–motor skills, to successfully complete the task. Although performance can be assessed informally, several structured scoring measures have been described in the literature.27-29


Earlier detection of neurodegenerative disorders can be achieved with the Mattis Dementia Rating Scale (DRS).30 Administered by a trained clinician, the DRS consists of questions in five domains: attention, initiation and perseveration, construction, conceptualization, and memory. Subscale items are presented hierarchically, with the most difficult items presented first; if the subject can perform these correctly, many of the remaining items in the section are skipped and scored as correct. The total score ranges from 0 to 144 points. In addition to early detection, the DRS can be used in some cases to differentiate dementia that results from different neuropathological conditions, including Alzheimer’s disease, Huntington’s disease, Parkinson’s disease, and progressive supranuclear palsy. We refer the reader to Chapter 11 in this text for additional details on the work-up, assessment, and quantification of dementia.












LABORATORY TESTS


Although primary diagnoses in psychiatry are based on clinical phenomenology, physical examination and laboratory studies are often essential to rule out organic causes in the differential diagnosis for psychiatric symptoms.31,32 Consideration should be given to dysfunction in multiple organ systems, toxins, malnutrition, infections, vascular abnormalities, neoplasm, and other intracranial problems (Table 8-5 organizes many of these using the mnemonic VICTIMS DIE). Certain presentations are especially suggestive of an organic cause, including onset after the age of 40 years, history of chronic medical illness, or a precipitous course. Laboratory tests are also important for following serum levels of certain psychiatric medications and for surveillance for treatment-related side effects. The following sections describe routine screening tests as well as specific serum, urine, cerebrospinal fluid (CSF), and other studies that are considered in the determination of the differential diagnosis and in treatment monitoring. The use of electroencephalography and neuroimaging studies is also described later in this chapter vis-à-vis diagnosis of neuropsychiatric conditions.


TABLE 8-5 Organic Causes for Psychiatric Symptoms, Recalled by the Mnemonic VICTIMS DIE






	
Vascular

	Multi-infarct dementia






	 

	Other stroke syndromes






	 

	Hypertensive encephalopathy






	 

	Vasculitis






	
Infectious

	Urinary tract infection and urosepsis






	 

	Acquired immunodeficiency syndrome






	 

	Brain abscess






	 

	Meningitis






	 

	Encephalitis






	 

	Neurosyphilis






	 

	Tuberculosis






	 

	Prion disease






	
Cancer

	Central nervous system tumors (primary or metastatic)






	 

	Endocrine tumors






	 

	Pancreatic cancer






	 

	Paraneoplastic syndromes






	
Trauma

	Intracranial hemorrhage






	 

	Traumatic brain injury






	
Intoxication/withdrawal

	Alcohol or other drugs






	 

	Environmental toxins






	 

	Psychiatric or other medications (side effects or toxic levels)






	
Metabolic/nutritional

	Hypoxemia






	 

	Hyper/hyponatremia






	 

	Hypoglycemia






	 

	Ketoacidosis






	 

	Uremic encephalopathy






	 

	Hyper/hypothyroidism






	 

	Parathyroid dysfunction






	 

	Adrenal hypoplasia (Cushing’s syndrome)






	 

	Hepatic failure






	 

	Wilson’s disease






	 

	Acute intermittent porphyria






	 

	Pheochromocytoma






	 

	Vitamin B12 deficiency






	 

	Thiamine deficiency (Wernicke–Korsakoff syndrome)






	 

	Niacin deficiency (pellagra)






	
Structural

	Normal pressure hydrocephalus






	
Degenerative

	Alzheimer’s disease






	 

	Parkinson’s disease






	 

	Huntington’s disease






	 

	Pick’s disease






	
Immune (autoimmune)

	Systemic lupus erythematosus






	 

	Rheumatoid arthritis






	 

	Sjögren’s syndrome






	
Epilepsy

	Partial complex seizures/ temporal lobe epilepsy






	 

	Postictal or intraictal states











Routine Screening


The decision to order a screening test should take into account its ease of administration, the likelihood of an abnormal result, and the clinical implications of abnormal results (including management). Although no clear consensus exists about which tests to order in a routine screening battery for new-onset psychiatric symptoms, in practice routine screening tests include the complete blood cell (CBC) count; serum chemistries including electrolytes, glucose, calcium, magnesium, phosphate, and tests of renal function; erythrocyte sedimentation rate; and levels of vitamin B12, folate, thyroid-stimulating hormone, and rapid plasma reagin (RPR). Often urine and serum toxicology screens, liver function tests (LFTs), and urinalysis are added as well.









Psychosis and Delirium


Evaluation of new-onset psychosis or delirium must include a full medical and neurological work-up; potential causes for mental status changes include central nervous system (CNS) lesions, infections, intoxication, medication effects, metabolic abnormalities, and alcohol or benzodiazepine withdrawal (Table 8-6 organizes the life-threatening causes of delirium, using the mnemonic WWHHHHIMPS).33 If an organic causal agent is not clearly established by virtue of the history, physical examination, and the screening studies listed previously, additional testing should include an electroencephalogram (EEG) and neuroimaging. Blood or urine cultures should be sent if there is suspicion for a systemic infectious process. Lumbar puncture is indicated (once an intracranial lesion and elevated intracranial pressure have been ruled out) if patients present with fever, headache, photophobia, or meningeal symptoms; in addition to sending routine CSF studies (e.g., opening pressure, appearance, Gram stain, culture, cell counts, and levels of protein and glucose), depending on the clinical circumstances, consideration should also be given to specialized markers (e.g., antigens for cryptococcus, herpes simplex virus, Lyme disease, and other rare forms of encephalitis, including paraneoplastic syndromes, autoimmune encephalitides, and prion diseases; acid-fast staining; and cytological examination for leptomeningeal metastases). With appropriate clinical suspicion, other tests to consider include serum heavy metals (e.g., lead, mercury, aluminum, arsenic, and copper), ceruloplasmin (which is decreased in Wilson’s disease), and bromides.


TABLE 8-6 Life-Threatening Causes of Delirium, Recalled by the Mnemonic WWHHHHIMPS






	
Wernicke’s encephalopathy






	
Withdrawal






	
Hypertensive crisis






	
Hypoperfusion/hypoxia of the brain






	
Hypoglycemia






	
Hyper/hypothermia






	
Intracranial process/infection






	
Metabolic/meningitis






	
Poisons






	
Status epilepticus







Patients receiving certain antipsychotic medications (e.g., thioridazine, droperidol, pimozide, and ziprasidone [as well as haloperidol when high-dose intravenous administration is required for the treatment of agitated delirious patients]) should have a baseline electrocardiogram (ECG) as well as periodic follow-ups to monitor for QTc prolongation. Serum levels of antipsychotics can be useful both as a measure of compliance and to monitor for drug interactions (e.g., carbamazepine can decrease haloperidol levels).34 The atypical antipsychotic clozapine causes agranulocytosis in 1% to 2% of patients taking the medication, necessitating weekly CBC testing for the first 6 months. At the initiation of treatment, a patient must have a white blood cell count (WBC) units of greater than 3500 cells/mm3 and an absolute neutrophil count (ANC) greater than 2000 cells/mm3. If treatment proceeds without interruption (i.e., with laboratory values remaining above these thresholds), CBC testing can be spaced to biweekly testing after 6 months and to monthly after 1 year of treatment. If the WBC or ANC drops significantly (by more than 3000 or 1500 cells/mm3 respectively), or in the case of mild leukopenia (WBC 3000 to 3500 cells/mm3) or granulocytopenia (ANC 1500 to 2000 cells/mm3), the patient should be monitored closely and have biweekly CBCs checked. In the case of moderate leukopenia (WBC 2000 to 3000 cells/mm3) or granulocytopenia (ANC 1000 to 1500 cells/mm3), treatment should be interrupted, CBCs checked daily until abnormalities resolve, and the patient may be re-challenged with clozapine in the future. If the WBC drops below 2000 cells/mm3 or the ANC drops below 1000 cells/mm3, clozapine should be permanently discontinued (i.e., patients should not be challenged in the future). In this case, the patient may need inpatient medical hospitalization with required daily CBCs. Physicians and pharmacists who dispense clozapine must report laboratory values through national registries. As an aside, if a patient on clozapine develops signs of myocarditis, treaters should immediately check the WBC, troponin, and an ECG; interrupt treatment with clozapine; and refer the patient for medical evaluation.


Other adverse neuropsychiatric side effects of antipsychotic medications include the risk of seizure, changes in prolactin levels, and the onset of neuroleptic malignant syndrome (NMS). A baseline EEG can be helpful in patients taking more than 600 mg/day of clozapine because of an increased incidence of seizures at higher doses. Patients taking typical antipsychotics and risperidone should have prolactin levels checked if they manifest galactorrhea, menstrual irregularities, or sexual dysfunction. NMS should be suspected in patients who develop high fever, delirium, muscle rigidity, and elevated serum creatine phosphokinase levels while taking antipsychotic medications.


Finally, it is becoming increasingly clear that antipsychotic medications, particularly second-generation antipsychotics, are associated with weight gain and the development of metabolic syndrome. This is particularly concerning in patients with schizophrenia, who are more likely to be overweight or obese than the general population. Consensus guidelines recommend baseline and routine monitoring of weight, body mass index, waist circumference, blood pressure, and fasting glucose and lipid profiles.35,36









Mood Disorders and Affective Symptoms


Although depressive symptoms often reflect a primary mood disorder, they may also be associated with a number of medical conditions, including thyroid dysfunction, folate deficiency, Addison’s disease, rheumatoid arthritis, systemic lupus erythematosus, pancreatic cancer, Parkinson’s disease, and other neurodegenerative disorders. Clinical suspicion for any of these disorders should drive further laboratory testing, in addition to the routine screening battery listed previously. First-break manic symptoms warrant especially careful medical and neurological evaluation, and patients who present with these symptoms often receive a laboratory work-up analogous to that described previously for a new-onset psychosis.


Patients who receive pharmacotherapy for mood disorders often require serum levels of the drug being prescribed (and its metabolite) to be checked periodically, as well as baseline and follow-up screening for treatment-induced organ damage. Tricyclic antidepressants (TCAs) can cause cardiac conduction abnormalities, including prolongation of the PR, QRS, or QT intervals; patients taking TCAs should have a baseline ECG to assess for conduction delays, especially if they have a history of pathologic cardiac conditions. TCA levels are useful in several clinical situations, including when the patient reports side effects at low doses, in geriatric or medically ill patients, when there is a question of compliance, or in an urgent clinical situation that requires rapid achievement of therapeutic levels (e.g., in a severely suicidal patient). Steady state levels are usually not achieved for 5 days after starting the medication or changing the dose; TCA trough levels should be obtained 9 to 12 hours after the last dose. No guidelines support routine checking of blood levels once a stable maintenance dose has been achieved, except in the noted circumstances or with changes in the clinical picture.


Lithium, a remarkably effective drug for bipolar disorder, has a bevy of adverse effects spanning numerous organ systems. Lithium can induce adverse effects on the thyroid gland, the kidney, and the heart, as well as cause a benign elevation of the WBC count; accordingly, baseline and follow-up measures of the CBC count with a differential, serum electrolytes, blood urea nitrogen (BUN), creatinine, thyroid function tests (TFTs), urinalysis, and ECG should be obtained. Pregnancy tests should also be obtained in women of childbearing years given the risk of teratogenic effects (e.g., Ebstein’s anomaly) that are associated with use in the first trimester. There is general consensus that therapeutic lithium levels range from 0.8 to 1.2 mEq/L, although certain patients may have idiosyncratic responses outside of this range. Elderly patients with slower rates of drug metabolism and lower volumes of distribution, for example, may experience side effects within this typical range and may require maintenance at lower serum levels with a narrower therapeutic window. Steady state levels can be checked after 4 to 5 days. Lithium levels can change dramatically during or immediately after pregnancy or if patients are taking thiazide diuretics, nonsteroidal antiinflammatory drugs, angiotensin-converting enzyme inhibitors, angiotensin receptor–blockers, or in those who have deteriorating renal function or are dehydrated. Patients on a stable maintenance dose of lithium should have levels checked no less than once every 6 months, along with routine renal and thyroid function testing.


Patients taking carbamazepine or valproic acid for bipolar disorder should have baseline and follow-up CBC, electrolytes, and LFTs, in addition to routine level monitoring, typically every 6 months. In the case of carbamazepine, which can cause agranulocytosis, the CBC should be checked every 2 weeks for the first 2 months of treatment, and then at least once every 3 months thereafter. Pregnancy tests should be considered for women of childbearing age.









Anxiety


The medical differential for new-onset anxiety is broad; it includes drug effects, thyroid or parathyroid dysfunction, hypoglycemia, cardiac disease (including myocardial infarction and mitral valve prolapse), respiratory compromise (including asthma, chronic obstructive pulmonary disease, and pulmonary embolism), and alcohol or benzodiazepine withdrawal. Rare causes, such as pheochromocytoma, porphyria, and seizure disorder, should be investigated if suggested by other associated clinical features. Based on this broad differential diagnosis, laboratory work-up may include TFTs, serum glucose or glucose tolerance testing, chest x-ray examination, pulmonary function tests, cardiac work-up, urine vanillylmandelic acid or porphyrins, and an EEG.









Care of the Geriatric Population


Given the increased likelihood of medical conditions that cause psychiatric symptoms in older adults, special attention should be given to organic causal agents. Especially common are mental status changes resulting from urinary tract infections, anemia, thyroid disease, dementia, and iatrogenic effects from medications. Kolman37 described five particularly useful tests for older adults: clean-catch urinalysis and culture, a chest x-ray examination, a serum B12 level, an ECG, and a BUN. Although the National Institutes of Health Consensus Development Conference identified the history and physical examination as the most important diagnostic tests in older adult psychiatric patients, they also specifically recommended checking a CBC, serum chemistries, TFTs, RPR, B12, and folate levels. If clinically indicated, additional testing should include neuroimaging, an EEG, and a lumbar puncture. With suspected early dementia, in addition to the DRS (see Diagnostic Rating Scales, discussed earlier), positron emission tomography (PET) may be useful diagnostically.38









Substance Abuse


Substance abuse and withdrawal should always be considered in patients with mental status changes. Substances available for testing in serum and urine are summarized in Table 8-7. Alcohol levels can be quickly assessed using breath analysis (breathalyzer). It is important to remember that serum levels of alcohol do not necessarily correlate with the timing of withdrawal symptoms, especially in patients with chronically high alcohol levels (e.g., withdrawal starts well before the serum alcohol level reaches zero). Patients who present with a history of alcohol abuse should have LFTs and a CBC count checked; if macrocytic anemia is present, B12 and folate levels should also be assessed. Chronic liver damage can lead to coagulopathy (as manifested by an elevated prothrombin time or international normalized ratio [INR]) and other manifestations of synthetic failure (e.g., low albumin level). In the case of cocaine abuse, there should be a low threshold for obtaining an ECG with any cardiac symptom.


TABLE 8-7 Serum and Urine Toxicology Screens






	Substance

	Serum Detection

	Urine Detection






	Alcohol

	1–2 days

	1 day






	Amphetamine

	Variable

	1–2 days






	Barbiturates

	Variable

	3 days to 3 weeks






	Benzodiazepines

	Variable

	2–3 days






	Cocaine

	Hours to 1 day

	2–3 days






	Codeine, morphine, heroin

	Variable

	1–2 days






	Delta-9-THC

	N/A

	∼︀30 days, longer if chronic use






	Methadone

	15–29 hours

	2–3 days






	Phencyclidine

	N/A

	8 days






	Propoxyphene

	8–34 hours

	1–2 days







N/A, Not applicable.









Eating Disorders


As part of their medical evaluation, patients who present with severe eating disorders should have routine laboratory studies to evaluate electrolyte status and nutritional measures (e.g., albumin level). Patients who are actively purging can present with metabolic alkalosis (manifested by an elevated bicarbonate level), hypochloremia, and hypokalemia. Serum aldolase levels can be increased in those who abuse ipecac; chronic emesis can also lead to elevated levels of amylase. Cholecystokinin levels can be blunted in bulimic patients, relative to controls, following ingestion of a meal. Finally, patients who abuse laxatives chronically may present with hypocalcemia.









Pharmacogenomic Testing


In recent years, research has greatly expanded knowledge of individual genetic variability, particularly as it applies to the metabolism of and response to psychotropic medications. A major focus has been on the cytochrome P450 (CYP) system, responsible for metabolism of many psychotropic agents (summarized in Table 8-8). Commercially-available tests, including one FDA-approved test, permit examination of an individual’s CYP polymorphisms through gene chip technology, suggesting patients who may be slow or rapid metabolizers of the substrate drugs.39 In theory, such knowledge might help clinicians make dosing decisions for particular patients, potentially facilitating treatment with certain medications with narrow therapeutic windows. Recent guidelines, however, have not supported the clinical use of such tests in treating nonpsychotic major depression with selective serotonin reuptake inhibitors (SSRIs), for example, because of the relatively high cost and lack of available evidence for clinical benefit.40 Other pharmacogenomic tests work to predict clinical response to clozapine, development of agranulocytosis from clozapine, and development of antipsychotic-induced metabolic syndrome, though none are in routine clinical use at this time. Genotype testing for serotonin receptor and transporter variations are available but not yet clinically proven. Current research focuses heavily on the pharmacogenetics of antidepressants, but no tests for clinical response are yet available. The concept of personalized prescriptions, or tailoring drugs to an individual’s genetic makeup, remains a future goal and research interest for psychiatry, but pharmacogenomic tests have not yet reached routine clinical practice.




TABLE 8-8 Cytochrome P450 Isoenzymes Active in Metabolizing Commonly Prescribed Psychotropic Medications


[image: image]














THE ELECTROENCEPHALOGRAM


The EEG employs surface (and sometimes nasopharyngeal) electrodes to measure the low-voltage electric activity of the brain. Used primarily in the evaluation of epilepsy and other neurologic disorders, the EEG is often useful in evaluating organic causes of psychiatric symptoms.


Electroencephalogram signals are presumed to reflect primarily cortical activity, especially from neurons in the most superficial cortical cell layers. The frequencies of electric activity have been divided into four bands: delta (0 to 4 Hz), theta (4 to 8 Hz), alpha (8 to 12 Hz), and beta (greater than 12 Hz). The awake state is characterized by an alpha predominance. Beta waves emerge during stage 1 sleep (drowsiness); during stage 2, vertex sharp theta and delta waves are observed. Delta waves are seen in stages 3 and 4 sleep. During rapid eye movement sleep, the EEG will record low-voltage fast waves with ocular movement artifacts. Sleep deprivation, hyperventilation, and photic stimulation can sometimes activate seizure foci. For patients with nonepileptiform EEGs but a residual high suspicion for seizure activity, serial studies, sleep-deprived studies, or long-term monitoring can produce a higher yield. Video long-term monitoring can help link often infrequent clinical events with the associated electrical patterns.


Electroencephalogram patterns associated with neuropsychiatric conditions are summarized in Table 8-9. EEG findings in generalized, absence, and partial complex seizures disorders are well characterized and are diagnostic. When interpreted within the context of the clinical presentation, abnormal EEG data can help support several other broad diagnostic categories, including delirium, dementia, medication-induced mental status changes, and focal lesions. Normal data can provide support for diagnoses of pseudoseizures and locked-in syndrome, but they are not able to rule out a variety of ictal states because of limitations on the placement of surface electrodes. Although an increased number of EEG abnormalities have been described in a variety of primary psychiatric disorders, at present the EEG is not clinically useful to definitively rule in any primary psychiatric diagnosis.


TABLE 8–9 EEG Findings Associated with Neuropsychiatric Conditions






	Seizure






	


• Generalized



• Absence



• Complex partial




	


• Bilateral, symmetric, synchronous, paroxysmal spike; sharp waves followed by slow waves



• 3-Hz spike-wave complexes



• Temporal lobe spikes, polyspikes, and waves









	Pseudoseizure

	Normal EEG






	Delirium

	Generalized theta and delta activity






	


• Hepatic or uremic encephalopathy




	


• Triphasic waves









	Dementia






	


• Alzheimer’s and vascular



• Subacute sclerosing panencephalitis and Creutzfeldt–Jakob disease




	


• Alpha slowing of the background



• Periodic complexes accompanying myoclonic jerks









	Locked-In Syndrome

	Normal EEG






	Persistent Vegetative State

	Slow and disorganized EEG






	Death

	Electrocerebral silence






	Medications






	


• Benzodiazepines and barbiturates



• Neuroleptics and antidepressants




	


• Beta activity



• Nonspecific changes









	Focal Lesion

	Focal delta slowing






	Increased Intracranial Pressure

	FIRDA







EEG, Electroencephalogram; FIRDA, frontal, intermittent, rhythmic delta activity.









NEUROIMAGING


Neuroimaging has emerged as a powerful tool in both neuropsychiatric research and in the clinical investigation of organic causal agents for psychiatric presentations; however, rarely do neuroimaging studies establish a primary psychiatric diagnosis. Although less invasive than other diagnostic tests, imaging studies come with their own risks to the patient, and they remain costly.41 Following a thorough initial evaluation, the decision to use neuroimaging needs to be made on a case-by-case basis; at present, the major objective of neuroimaging studies in patients with psychiatric symptoms is to prevent missing a treatable brain lesion. A suggested list of indications for brain imaging in psychiatric patients is given in Table 8-10. The following sections describe the major neuroimaging techniques currently available, as well as their clinical utility.


TABLE 8-10 Indications for Neuroimaging in Patients With Psychiatric Symptoms






	New-onset psychosis*







	New-onset delirium*







	New-onset dementia






	Onset of any psychiatric problem in a patient > 50 years old*







	An abnormal neurologic examination






	A history of head trauma






	During an initial work-up for ECT







ECT, Electroconvulsive therapy.


* When initial history, physical examination, and laboratory studies are not definitive.






Computed Tomography


Computed tomography (CT) scans use multiple x-rays to provide cross-sectional images of the brain. On CT films, areas of increased beam attenuation (e.g., of the skull) appear white, whereas those of low attenuation (e.g., gas) appear black, and those of intermediate attenuation (e.g., soft tissues) appear in shades of gray. Contrast material may be used to visualize areas where the blood–brain barrier has been compromised, for example, by tumors, bleeding, inflammation, and abscesses; however, up to 5% of patients can develop idiosyncratic reactions to contrast media, manifested by hypotension, nausea, flushing, urticaria, and anaphylaxis. CT scans can be obtained rapidly and are the imaging modality of choice in identifying acute hemorrhage and trauma, as well as in situations in which magnetic resonance imaging (MRI) is contraindicated. CT scans are generally better tolerated by patients with anxiety or claustrophobia. Although useful in examining gross pathological conditions, CT lacks the resolution to detect subtle white matter lesions or changes in smaller structures, such as the hippocampi and basal ganglia. Because CT scans use ionizing radiation, they are contraindicated in pregnancy.


Although CT scans have a well-established role in the identification of structural abnormalities responsible for psychiatric symptoms in patients with organic lesions, they cannot be used to diagnose primary psychiatric illness. However, there are nonspecific structural changes visible on CT that have been consistently identified in the brains of psychiatric patients. Since Weinberger and coworkers42 first described increased ventricular-to-brain ratios in patients with schizophrenia, several investigators have observed enlarged ventricles in those with eating disorders, alcoholism, bipolar disorder, dementia, and depression.









Magnetic Resonance Imaging


Magnetic resonance imaging (MRI), which provides detailed images of the brain in axial, sagittal, and coronal planes, takes advantage of the interaction between protons and an external magnetic field. In the magnetic field of the MRI scanner, hydrogen protons in the water molecules of the brain become aligned as dipoles with, or against, the field. A radiofrequency pulse is applied, shifting the spin on the protons to a higher energy level; when the signal is turned off, spin returns to the ground state and the proton releases energy. The frequency of energy release (or relaxation) depends on the chemical environment surrounding the proton. A coil that detects the energy emission generates signals that are processed by the scanner to create images. Adjusting the relaxation time parameters (known as T1 and T2) can result in images that are “weighted” differently; whereas T1-weighted images provide anatomic detail and gray–white matter differentiation, T2-weighted images highlight areas of pathological conditions.


Magnetic resonance imaging is considered superior to CT for differentiation of white and gray matter, identification of white matter lesions (e.g., in multiple sclerosis, vasculitis, and leukoencephalitis), and visualization of the posterior fossa. As with CT, contrast medium may be used to identify lesions where the blood–brain barrier has been compromised. MRI is contraindicated in patients with metallic implants (including pacemakers) and is often less tolerable to patients because of the longer length of the study, the enclosed space, and the noise.


MRI may be used clinically to rule out structural brain lesions in patients with psychiatric symptoms, including acute psychosis or delirium, severe mood disorder, and abrupt personality changes. In addition to the structural changes that CT scans are capable of detecting, MRI appears to be more sensitive at detecting atrophic changes in dementia, inflammation-induced edema, and white matter lesions. Compared with CT, MRI is capable of detecting acute strokes earlier, using a method called diffusion-weighted imaging.


Functional MRI (fMRI), which is primarily a research tool at present, uses a process of acquisition sequences to approximate cerebral blood flow; accordingly, one can infer regions of brain activation and deactivation at rest, as well as during execution of sensory, motor, or cognitive tasks. Certain patterns of activation have emerged consistently in dementia, major depression, schizophrenia, and obsessive–compulsive disorder. Although fMRI is not currently considered a diagnostic or clinical tool, it is starting to provide enhanced knowledge about psychiatric illnesses and psychotropic medications, which will likely help guide research, drug development, and clinical practice in the future.


A related imaging modality, magnetic resonance spectroscopy (MRS), permits in vivo measurements of certain markers of brain tissue metabolism and biochemistry. For example, using proton-based MRS, one can measure local concentrations of N-acetylaspartate (a putative marker of neuronal integrity), choline (a marker of membrane turnover), creatine (a marker of intracellular energy metabolism), glutamine, glutamate, and gamma-aminobutyric acid. Localized reductions in N-acetylaspartate have been implicated in multiple neuropsychiatric disorders, including schizophrenia, temporal lobe epilepsy, Alzheimer’s disease, acquired immune deficiency syndrome dementia, and Huntington’s disease. In the near future, the combined use of fMRI and MRS holds great promise for delineating abnormal structure–function relationships underlying psychopathologic conditions.43









PET and SPECT


Positron emission tomography (PET) employs radioactive markers to visualize directly cortical and subcortical brain functioning. Some examples of these markers include F-18 fluorodeoxyglucose (which provides a picture of brain glucose metabolism), oxygen-15 (a surrogate for regional cerebral blood flow), and receptor-specific radioligands (which indicate activity at neurotransmitter receptors). Studies can be performed only where an on-site cyclotron is present to prepare the emitter tracers. Single photon emission computed tomography (SPECT) uses photon-emitting nucleotides measured by gamma detectors to localize brain activation or pharmacological activity; commonly used tracers include xenon-133 and technetium Tc-99m hexamethylpropyleneamine (which measure cerebral blood flow) and, as in PET, radioligands with specific receptor activity. Although PET scans provide greater spatial and temporal resolution, signal-to-noise ratio, and variety of ligands, SPECT is more readily available, better tolerated, and less expensive.


Although both PET and SPECT are primarily used as research tools in delineating pathophysiology and rational drug designs, clinical use of these techniques is becoming increasingly common. PET and SPECT may be used in concert with the EEG to determine seizure foci, especially in patients with partial complex seizures; during a seizure, scans can demonstrate areas of increased metabolism, whereas interictally the focus will be hypometabolic and hypoperfused. Moreover, in both Alzheimer’s disease and multi-infarct dementia, abnormal patterns of cortical metabolism and receptor function as evidenced on PET and SPECT appear to predate structural changes visible on MRI.44,45 With the continued development of receptor-specific ligands and other functional markers, these imaging modalities may continue to find a more prominent role in clinical diagnosis and management.












CONCLUSION


Although diagnosis in psychiatry continues to rely primarily on the interview and other clinical phenomenology, diagnostic rating scales and laboratory testing serve important roles in eliminating organic causal agents from the differential diagnoses, monitoring the effects of treatment, and guiding further management decisions. Neuroimaging has provided a noninvasive means to detect subtle neurophysiological dysfunction in psychiatric patients and has begun to find meaningful clinical as well as research applications. It is clear that these quantitative measures will assume increasing prominence and importance in twenty-first century psychiatry.
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9 Mood-Disordered Patients
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A major depressive disorder (MDD) serious enough to warrant professional care affects approximately 16% of the general population during their lifetime.1 Both the Epidemiological Catchment Area (ECA) study and the National Comorbidity Survey study have found that MDD is prevalent, with cross-sectional rates of up to 6.6%.1 Although this condition ranks first among reasons for psychiatric hospitalization (23.3% of total hospitalizations), it has been estimated that 80% of all persons suffering from it are either treated by nonpsychiatric personnel or are not treated at all.2


Depression is second only to hypertension as the most common chronic condition encountered in general medical practice.3 Depression is estimated to rival virtually every other known medical illness with regard to its burden of disease morbidity early in this millennium.4 With respect to physical function, depressed patients score, on average, 77.6% of normal function, with advanced coronary artery disease (CAD) and angina being 65.8% and 71.6%, respectively, and back problems, arthritis, diabetes, and hypertension ranging from 79% to 88.1%.5 MDD has also been characterized by increased mortality.6-8 In the general population, suicide accounts for about 0.9% of all deaths, and depression is the most important risk factor for suicide, with about 21% and 18% of the patients with recurrent depressive disorders and dysthymic disorder, respectively, attempting suicide.


Depressed patients often have co-morbid medical illnesses (e.g., arthritis, hypertension, backache, diabetes mellitus [DM], and heart problems). Similarly, the presence of one or more chronic medical conditions raises the recent (6-month) and lifetime prevalences of mood disorder. Patients affected by chronic and disabling physical illnesses are at higher risk of depressive disorders, with rates being typically greater than 20%. Among patients hospitalized for CAD, 30% present with at least some degree of depression.9 Patients with DM also have a twofold increased prevalence of depression, with 20% and 32% rates in uncontrolled and controlled studies, respectively, conducted with depression symptom scales.10,11 Depression is also more common in obese persons than it is in the general population.12 At the Massachusetts General Hospital (MGH), the psychiatric consultant called to see a medical patient makes a diagnosis of MDD in approximately 20% of cases, making MDD among the most common problems seen for diagnostic evaluation and treatment. The prevalence of chronic medical conditions in depressed patients is higher regardless of the medical context of recruitment, with an overall rate ranging from 65% to 71% of patients.13 Several studies indicate that depression significantly influences the course of concomitant medical diseases. In general, the more severe the illness, the more likely depression is to complicate it.14


In acutely ill hospitalized older persons, the health status of patients with more symptoms of depression is more likely to deteriorate and less likely to improve during and after hospitalization.15 Some degree of depression in patients hospitalized for CAD is associated with an increased risk of mortality, and also with continuing depression for at least the first year after hospitalization.9 Proceeding to cardiac surgery while suffering from MDD, for example, is known to increase the chance of a fatal outcome.16 Depression in the first 24 hours after myocardial infarction (MI) was associated with a significantly increased risk of early death, reinfarction, or cardiac arrest.17 Even in depressed outpatients, the risk of mortality, chiefly as a result of cardiovascular disease, is more than doubled.18 The increased risk of cardiac mortality has also been confirmed in a large community cohort of individuals with cardiac disease who presented with either MDD or minor depression.19 Those subjects without cardiac disease but with depression also had a higher risk (from 1.5- to 3.9-fold) of cardiac mortality.19


In patients with type 1 or 2 diabetes, depression was associated with a significantly higher risk of DM-specific complications (e.g., retinopathy, nephropathy, neuropathy, macrovascular complications, and sexual dysfunction).20 Data from the Hispanic Established Population for the Epidemiologic Study of the Elderly indicated that death rates in this population were substantially higher when a high level of depressive symptoms was co-morbid with DM (odds ratio, 3.84).21


Depression symptom severity is also associated with poor diet and with poor medication adherence, functional impairment, and higher health care costs in primary care patients with DM.22 Underrecognition and undertreatment of depression in the elderly has been associated in primary care with increased medical utilization.23 Among the elderly (age 65 years or older), a significant correlation exists between depression and the risk of recurrent falls, with an odds ratio of 3.9 when four or more depressive symptoms are present. These data are of particular importance because falls in the elderly are a well-recognized public health problem.24 Patients with cancer and co-morbid depression are at higher risk for mortality25 and for longer hospital stays. Unfortunately, despite the impact of depression on overall morbidity, functional impairment, and mortality, a significant proportion of those with depression (43%) fail to seek treatment for their depressive symptoms.26


Failure to treat depression leaves the patient at risk for further complications and death. There is a clinical sense, moreover, that any seriously ill person who has neurovegetative symptoms, and who has given up and wishes that he or she were dead, is going to do worse than if he or she had hope and motivation. MDD, even if the patient is healthy in every other way, requires treatment. When a seriously ill person becomes depressed, the failure to recognize and to treat the disorder is even more unfortunate.


Prompt and effective treatment of medical co-morbidity is equally important for the outcome of depression. In a study of patients with DM, the severity of depression during follow-up was related to the presence of neuropathy at study entry, and to incomplete remission during the initial treatment trial.27 By the 10th year of insulin-dependent DM, roughly 48% of a sample of young diabetics developed at least one psychiatric disorder, with MDD being the most prevalent (28%).28 In addition to DM, other medical and neurologic conditions have been associated with an increased risk for MDD. For example, Fava and colleagues’29 review showed that MDD is a life-threatening complication of Cushing’s syndrome, Addison’s disease, hyperthyroidism, hypothyroidism, and hyperprolactinemic amenorrhea, and that treatment that primarily addresses the physical condition may be more effective than antidepressant drugs for such organic affective syndromes. A study of computerized record systems of a large staff-model health maintenance organization showed that patients diagnosed as being depressed had significantly higher annual health care costs ($4246 versus $2371, P < .001) and higher costs for every category of care (e.g., primary care, medical specialty care, medical inpatient care, and pharmacy and laboratory costs) than patients without depression.30 Depressive disorders are likely to cause more disability than are most other chronic diseases (e.g., osteoarthritis and DM), with a possible exception being MI.31






MAKING THE DIAGNOSIS OF DEPRESSION


The criteria for MDD according to the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV)32 should be applied to the patient with medical illness in the same way as to a patient without medical illness. The DSM-IV has a category for mood disorders “due to” a general medical condition. A stroke in the left hemisphere, for example, is commonly followed by a syndrome clinically indistinguishable from MDD. It can now be referred to as a “major depression- like” condition when full criteria are met. Our recommendation is to diagnose a mood disorder using the DSM-IV criteria. MDD can now be diagnosed as such, but there is still no term in the DSM-IV to represent what the Research Diagnostic Criteria referred to as minor depression—a distinction that is important in the medically ill.


The DSM-IV classification of MDD has traditionally had a greater focus on the psychological symptoms of depression (e.g., depressed mood, lack of interest, excessive guilt, thoughts of suicide, feelings of worthlessness, indecisiveness). Although some of the physical or somatic symptoms of MDD (primarily fatigue and disturbances of both sleep and appetite) are included in the DSM-IV classification of this disorder, it is apparent that physical symptoms are underrepresented in the current nosology, despite the fact that they represent the chief complaint for a substantial proportion of patients who suffer from MDD.


Diagnosis is crucial to treatment. Three questions face the consultant at the outset: (1) Does the patient manifest depression? (2) If so, is there an organic cause, such as use of a medication, that can be eliminated, treated, or reversed? (3) Does it arise from the medical condition (e.g., Cushing’s disease), and treatment of that condition will alleviate it, or must it be treated itself (e.g., poststroke depression [PSD])?






Major Depression


Depression is a term used by most to describe even minor and transient mood fluctuations. It is seen everywhere and is often thought to be normal; therefore it is likely to be dismissed even when it is serious. This applies all the more to a patient with serious medical illness: If a man has terminal cancer and meets the full criteria for MDD, this mood state is regarded by some as “appropriate.” Depression is used here to denote the disorder of MDD—a seriously disabling condition for the patient, capable of endangering the patient’s life; it is not just an emotional reaction of sadness or despondency. If, while recovering from an acute stroke, a patient has a severe exacerbation of psoriasis, no one says that the cutaneous eruption is appropriate, even though the stress associated with the stroke has almost certainly caused it. Moreover, caregivers are swift to treat the exacerbation. When a patient with a history of MDD lapses into severe depression 1 month after beginning radiation therapy for an inoperable lung cancer, some may see a connection to the prior depressive illness and hasten to treat it. Far more common is the conclusion that anyone with that condition would be depressed. The majority of terminally ill cancer patients do not develop MDD no matter how despondent they feel. If a patient is hemorrhaging from a ruptured spleen, has lost a great deal of blood, becomes hypotensive, and goes into shock, no one calls this appropriate. Like shock, depression is a dread complication of medical illness that requires swift diagnosis and treatment.


Two assumptions are made here: (1) A depressive syndrome in a medically ill patient shares the pathophysiology of a (primary) major affective disorder, and (2) proper diagnosis is made by applying the same criteria. Patients who suffer from unipolar depressive disorders typically present with a constellation of psychological and cognitive (Table 9-1), behavioral (Table 9-2), and physical and somatic (Table 9-3) symptoms. Because far less epidemiologic information is available on depression in the medically ill, the requirement that the dysphoria be present for 2 weeks or longer should be regarded as only a rough approximation in the medically ill. According to the DSM-IV,32 at least five of the following nine symptoms should be present most of the day, nearly every day, and should include either depressed mood or loss of interest or pleasure:



1. Depressed mood, subjective or observed, most of the day, nearly every day



2. Markedly diminished interest or pleasure in all, or almost all, activities, nearly every day



3. Significant (more than 5% of body weight per month) weight loss or gain



4. Insomnia or hypersomnia, nearly every day



5. Psychomotor agitation or retardation that is observable by others, nearly every day



6. Fatigue or loss of energy, nearly every day



7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional), not merely about being sick, nearly every day



8. Diminished ability to think or concentrate, or indecisiveness, nearly every day



9. Recurrent thoughts of death (not just a fear of dying), recurrent suicidal ideation without a plan, or a suicide attempt or a specific plan for committing suicide


TABLE 9-1 Unipolar Depressive Disorders: Common Psychological and Cognitive Symptoms






	Depressed mood






	Lack of interest or motivation






	Inability to enjoy things






	Lack of pleasure (anhedonia)






	Apathy






	Irritability






	Anxiety or nervousness






	Excessive worrying






	Reduced concentration or attention






	Memory difficulties






	Indecisiveness






	Reduced libido






	Hypersensitivity to rejection or criticism






	Reward dependency






	Perfectionism






	Obsessiveness






	Ruminations






	Excessive guilt






	Pessimism






	Hopelessness






	Feelings of helplessness






	Cognitive distortions [e.g., ‘‘I am unlovable’’]






	Preoccupation with oneself






	Hypochondriacal concerns






	Low or reduced self-esteem






	Feelings of worthlessness






	Thoughts of death or suicide






	Thoughts of hurting other people







TABLE 9-2 Unipolar Depressive Disorders: Common Behavioral Symptoms






	Crying spells






	Interpersonal friction or confrontation






	Anger attacks or outbursts






	Avoidance of anxiety-provoking situations






	Social withdrawal






	Avoidance of emotional and sexual intimacy






	Reduced leisure-time activities






	Development of rituals or compulsions






	Compulsive eating






	Compulsive use of the Internet or video games






	Workaholic behaviors






	Substance use or abuse






	Intensification of personality traits or pathologic behaviors






	Excessive reliance or dependence on others






	Excessive self-sacrifice or victimization






	Reduced productivity






	Self-cutting or mutilation






	Suicide attempts or gestures






	Violent or assaultive behaviors







TABLE 9-3 Unipolar Depressive Disorders: Common Physical and Somatic Symptoms






	Fatigue






	Leaden feelings in arms or legs






	Difficulty falling asleep (early insomnia)






	Difficulty staying asleep (middle insomnia)






	Waking up early in the morning (late insomnia)






	Sleeping too much (hypersomnia)






	Frequent naps






	Decreased appetite






	Weight loss






	Increased appetite






	Weight gain






	Sexual arousal difficulties






	Erectile dysfunction






	Delayed orgasm or inability to achieve orgasm






	Pains and aches






	Back pain






	Musculoskeletal complaints






	Chest pain






	Headaches






	Muscle tension






	Gastrointestinal upset






	Heart palpitations






	Burning or tingling sensations






	Paresthesias







Two questions (does the patient suffer from depressed mood? is there diminished interest or pleasure?) have a high sensitivity (about 95%), but unfortunately a low specificity (57%), for diagnosing MDD. Consequently, posing these two questions can be useful as a first approach to the patient who presents with risk factors for depression. However, further inquiry is typically required to establish the diagnosis. Although depressive disorders are frequently associated with medical illnesses, the DSM-IV considers that potential medical illnesses underlying depressive symptoms should be excluded before making the diagnosis of MDD. This hierarchical approach is typically ignored by clinicians, who tend to make the diagnosis of MDD even in the presence of co-morbid medical conditions that may be etiologically related to the condition itself. Nevertheless, the issue of differential diagnosis with medical diseases still exists, as patients may present with transient demoralization as a result of their physical illness or of fatigue or other cognitive and neurovegetative symptoms (but not fulfilling the criteria for MDD or even minor depression). For instance, weight loss and fatigue may also be associated with a variety of disorders (e.g., DM, cancer, thyroid disease). The medical and psychiatric history, together with the physical examination, should guide any further diagnostic work-up.


The aforementioned DSM-IV symptoms may at first seem invalid in the medically ill. If the patient has advanced cancer, how can one attribute anorexia or fatigue to something other than the malignant disease itself? Four of the nine diagnostic symptoms could be viewed as impossible to ascribe exclusively to depression in a medically ill patient: sleep difficulty, anorexia, fatigue or energy loss, and difficulty concentrating. Endicott33 developed a list of symptoms that the clinician can substitute for, and count in place of, these four: fearful or depressed appearance; social withdrawal or decreased talkativeness; brooding, self-pity, or pessimism; and mood that is not reactive (i.e., the patient cannot be cheered up, does not smile, or does not react positively to good news). Although this method is effective, Chochinov and colleagues34 compared diagnostic outcomes using both the regular (Research Diagnostic Criteria) and the substituted criteria in a group of medically ill patients. If one held the first two symptoms to the strict levels—that is, depressed mood must be present most of the day, nearly every day, and loss of interest applies to almost everything—the outcome for both diagnostic methods yielded exactly the same number of patients with the diagnosis of MDD.


The first help comes from discovery of symptoms that are more clearly the result of MDD, such as the presence of self-reproach (“I feel worthless”), the wish to be dead, or psychomotor retardation (few medical illnesses in and of themselves produce psychomotor retardation; hypothyroidism and Parkinson’s disease are two of them). Insomnia or hypersomnia can also be helpful in the diagnosis, although the patient may have so much pain, dyspnea, or frequent clinical crises that sleep is impaired by these events. Although libidinous interests may not be high in an intensive care unit patient, some form of interest can usually be assessed, as when talk gets around to children or grandchildren, hobbies, or people. Do they still find that their affect brightens, or is it blunted? The ability to think or concentrate, like the other symptoms, needs to be specifically asked about in every case.


Unfortunately, to some a request for psychiatric consultation is tantamount to saying that physical symptoms are only “in your head” or are the result of malingering. Instead, depression is as much a somatic as a psychic disorder. The somatic manifestations of depression (e.g., insomnia, restlessness, anhedonia) may even be construed as proof to a patient that they have no “psychic” illness. “No, doctor, no way am I depressed; if I could just get rid of this pain, everything would be fine.” Persistence and aggressive questioning are required to elicit the presence or absence of the nine symptoms.


If the history establishes six of nine symptoms, the consultant may not be certain that three of them have anything to do with depression but may just as likely stem from a co-morbid medical illness. If the patient were found to be hypothyroid, the treatment of choice would not be antidepressants but judicious thyroid replacement. Usually, however, everything is being done for the patient to alleviate the symptoms of the primary illness. If this appears to be the case, our recommendation is to make the diagnosis of MDD and proceed with treatment.









States Commonly Mislabeled as Depression


Up to a third of patients referred for depression have, on clinical examination, neither MDD nor minor depression. By far the most common diagnosis found among these mislabeled referrals at the MGH has been an organic mental syndrome. A quietly confused patient may look depressed. The patient with dementia or with a frontal lobe syndrome caused by brain injury can lack spontaneity and appear depressed. Fortunately, the physical and mental status examinations frequently reveal the tell-tale abnormalities.


Although much less common, mental retardation may also be mistaken for depression, especially when failure to grasp or to comply with complex instructions makes no sense to those caring for the patient (“He seems not to care”). If suspected, mental retardation can be confirmed by history from family, by review of past records, or by formal testing of intelligence.


Another unrecognized state, sometimes called depression by the consultee and easier for the psychiatrist to recognize, is anger. The patient’s physician, realizing that the patient has been through a long and difficult illness, may perceive reduction in speech, smiling, and small talk on the patient’s part as depression. The patient may thoroughly resent the illness, be irritated by therapeutic routines, and be fed up with the hospital environment but, despite interior smoldering rage, may remain reluctant to discharge wrath in the direction of the physician or nurses.









Excluding Organic Causes of Depression


When clinical findings confirm that the patient’s symptoms are fully consistent with MDD, the consultant must still create a differential diagnosis of this syndrome. Could the same constellation of symptoms be caused by a medical illness or its treatment? Should the patient’s symptoms be caused by an as yet undiagnosed illness, the last physician with the chance of detecting it is the consultant. Differential diagnosis in this situation is qualitatively the same as that described for considering causes of delirium (see Chapter 10). With depression, although the same process should be completed, certain conditions more commonly produce depressive syndromes and are worthy of comment.


Review of the medications that the patient is taking generally tells the consultant whether the patient is receiving something that might alter mood. Ordinarily, one would like to establish a relationship between the onset of depressive symptoms and either the start of, or a change in, a medication. If such a connection can be established, the simplest course is to stop the agent and monitor the patient for improvement. When the patient requires continued treatment, as for hypertension, the presumed offending agent can be changed, with the hope that the change to another antihypertensive will be followed by resolution of depressive symptoms. When this fails or when clinical judgment warrants no change in medication, it may be necessary to start an antidepressant along with the antihypertensive drug. The literature linking drugs to depression is inconclusive at best. Clinicians have seen depression following use of reserpine and steroids35 and from withdrawal from cocaine, amphetamine, and alcohol. Despite anecdotal reports, β-blockers do not appear to cause depression. It has been suggested that depression in some cases appears as a reaction to subclinical cardiovascular symptoms,36 so the differential diagnosis should also take into account medical conditions. The most common central nervous system (CNS) side effect of a drug is confusion or delirium, and this is commonly mislabeled as depression because a mental status examination has not been conducted.


Abnormal laboratory values should not be overlooked, because they may provide the clues to an undiagnosed abnormality responsible for the depressive symptoms. Laboratory values necessary for the routine differential diagnosis in psychiatric consultation should be reviewed. A work-up is not complete if the evaluation of thyroid and parathyroid function is not included.


Many medical illnesses have been associated with depressive symptoms. The list is extensive, and for all practical purposes it can be included with the list of medical illnesses that can cause delirium (see Chapter 10).


MDD is never “appropriate” (e.g., “This man has inoperable lung cancer metastatic to his brain and is depressed, which is appropriate”). MDD is a common and dread complication of many medical illnesses as they become more severe. To call it anything else is to endanger the patient and neglect one of the worst forms of human suffering.


The disability associated with depressive illness is seldom recognized, yet it and mental illness in general show a stronger association with disability than with severe physical diseases.37 One line of evidence regarding the capacity of MDD to undermine physical health is its association with decreases in trabecular bone in women (14% in the femoral neck),38 a magnitude consistent with a 40% increase in hip fracture rates over a period of 10 years.


MDD carries its own dangers and increases the risk of cardiovascular disease. Depressed patients with CAD show a significantly higher (24% versus 4%) prevalence of ventricular tachycardia39 and a reduction in heart rate variability,40 both of which increase the risk of sudden death. After acute MI, the presence of MDD is the strongest predictor of death at 6 months, and depressive symptoms (defined as a Beck Depression Inventory score greater than 10) the strongest predictor of death at 18 months. Both of these predict lethality when combined with premature ventricular beats at a rate greater than 10 per hour.41,42


In general, the more serious the illness, the more likely the patient is to succumb to a depressive episode. Careful studies have found a high incidence of MDD in hospitalized medical patients.14 For more than 50 years, carcinoma of the pancreas has been associated with psychiatric symptoms, especially depression, which in some cases seems to be the first manifestation of the disease.43 Two carefully controlled studies have shown these patients to have significantly more psychiatric symptoms and major depression than patients with other malignancies of gastrointestinal origin, leading some to suspect that depression in this case is a manifestation of a paraneoplastic syndrome.44,45


When medical illness is localized to the CNS, the incidence of depression is dramatically higher.14 For example, patients with acquired immune deficiency syndrome (AIDS) and possibly infection by the human immunodeficiency virus (HIV) can be expected to show higher than expected rates of depressive illness.46,47






Stroke


Direct injury to the brain can produce changes of affect that progress to a full syndrome of MDD. Robinson and co-workers48-50 have intensively studied mood disorders that result from strokes. Left-hemisphere lesions involving the prefrontal cortex or basal ganglia are the most likely to be associated with poststroke depression (PSD) and to meet criteria for MDD or dysthymia.50 Depressive symptoms appear in the immediate poststroke period in about two thirds of patients, with the rest manifesting depression by the 6th month. MDD and minor depression have different courses: MDD, left untreated, had a natural course of about 1 year, but minor depression had a more chronic (about a 2-year) course. Moreover, some untreated patients with minor depression went on to develop MDD. In depressed patients whose left-hemisphere strokes had a posterior cerebral artery distribution, depression was not only less severe but also of shorter duration, with a natural history of about 6 months. Additional risk factors for developing MDD were a prior stroke, preexisting subcortical atrophy, and a family or personal history of an affective disorder. Aphasia did not appear to cause depression, but nonfluent aphasia was associated with depression; both seemed to result from lesions of the left frontal lobe. Although the severity of functional impairment at the time of acute injury did not correlate with the severity of depression, depression appeared to retard recovery. Among patients with left-hemispheric damage, those who were depressed showed significantly worse cognitive performance, which was seen in tasks that assessed temporal orientation, frontal lobe function, and executive motor function. Successful treatment of PSD has been demonstrated by double-blinded studies with nortriptyline51 and trazodone 52 and been reported with electroconvulsive therapy (ECT)53 and use of psychostimulants.54 In fact, a recent study has shown that nortriptyline was more effective than fluoxetine in treating depressive symptoms in patients with PSD.55 Early and aggressive treatment of PSD is required to minimize the cognitive and performance deficits that this mood disorder inflicts on patients during the recovery period.


Right-hemisphere lesions deserve special attention. When the lesion was in the right anterior location, the mood disorder tended to be an apathetic, indifferent state associated with “inappropriate cheerfulness.” However, such patients seldom look cheerful and may have complaints of loss of interest or even worrying. This disorder was found in 6 of 20 patients with solitary right-hemisphere strokes (and in none of 28 patients with single left-hemisphere lesions).


Prosody is also a problem for those with a right hemisphere injury. Ross and Rush55a focused on the presentation of aprosodia (lack of prosody or inflection, rhythm, and intensity of expression) when the right hemisphere is damaged. A patient with such a lesion could appear quite depressed and be labeled as having depression by staff and family but simply lacks the neuronal capacity to express or recognize emotion. If one stations oneself out of the patient’s view, selects a neutral sentence (e.g., “The book is red”), asks the patient to identify the mood as mad, sad, frightened, or elated, and then declaims the sentence with the emotion to be tested, one should be able to identify those patients with a receptive aprosodia. Next, the patient is asked to deliver the same sentence with a series of different emotional tones to test for the presence of an expressive aprosodia. Stroke patients can suffer from both aprosodia and depression, but separate diagnostic criteria and clinical examinations exist for each one.









Dementia


Primary dementia, even of the Alzheimer’s type, increases the vulnerability of the patients to suffering MDD, even though the incidence is not as high as it is in multiinfarct or vascular dementia. The careful postmortem studies of Zubenko and colleagues56,57 supported the hypothesis that the pathophysiology of secondary depression is consistent with theories of those for primary depression. Compared with demented patients without depression, demented patients with MDD showed a 10- to 20-fold reduction in cortical norepinephrine levels.


Multi-infarct or vascular dementia so commonly includes depression as a symptom that Hachinski and associates58 included it in the Ischemia Scale. Cummings and co-workers59 compared 15 patients with multi-infarct dementia with 30 patients with Alzheimer’s disease and found that depressive symptoms (60% versus 17%) and episodes of MDD (4/15 versus 0/30) were more frequent in patients with the former.









Subcortical Dementias


Patients with Parkinson’s disease and Huntington’s disease commonly manifest MDD. In fact, Huntington’s disease may present as MDD before the onset of either chorea or dementia.60 The diagnosis is made clinically. Some have noted that as depression in the Parkinson’s patient is treated, parkinsonian symptoms also improve, even before the depressive symptoms have subsided. This is especially striking when ECT is used,61,62 although the same improvement has been reported after use of tricyclic antidepressants (TCAs). Treatment of MDD in either disease may increase the comfort of the patient and is always worth a try. Because Huntington’s patients may be sensitive to the anticholinergic side effects of TCAs, anticholinergic agents should be tried first.


Another subcortical dementia worth noting is Binswanger’s encephalopathy, a state of white matter demyelination presumably secondary to arteriosclerosis; it is characterized by an insidious, slowly progressive state with abulia and a paucity of focal neurologic findings.63 Whenever affective symptoms are discovered, a trial of an antidepressant may provide striking relief for the patient.


Because the HIV-1 is neurotropic, even asymptomatic HIV-seropositive individuals, when compared with seronegative controls, demonstrate a high incidence of electroencephalographic abnormalities (67% versus 10%) and more abnormalities on neuropsychological testing.64 The unusually high lifetime and current rates of mood disorders in HIV-seronegative individuals at risk for AIDS65 demands an exceedingly high vigilance for their appearance in HIV-positive persons. Depression, mania, or psychosis can appear with AIDS encephalopathy, but the early, subtler signs (e.g., impaired concentration, complaints of poor memory, blunting of interests, lethargy) may respond dramatically to antidepressants, such as psychostimulants.66,67 The selective serotonin reuptake inhibitors (SSRIs) (such as sertraline, fluoxetine, and paroxetine) have also been effective in the treatment of depression in HIV-positive patients.68-72 A small open trial also supports the use of bupropion in these patients.73


We recommend that pharmacologic treatment be considered seriously whenever a patient meets criteria for either minor depression or MDD.















CHOICE OF AN APPROPRIATE ANTIDEPRESSANT TREATMENT


In Chapter 34, the properties, side effects, dosages, and drug interactions of antidepressant medications are discussed in detail. Whenever MDD is diagnosed, the effort to alleviate symptoms almost always includes somatic treatments. The consultant who understands the interactions among antidepressants, illnesses, and nonpsychotropic drugs is best prepared to prescribe these agents effectively. ECT remains the single most effective somatic treatment of depression. A nation-wide review has only sustained its merit. Indications for its use are discussed in Chapter 33.






Prescribing Antidepressants for the Medically III


Ever since sudden death in cardiac patients was first associated with amitriptyline,74,75 physicians have tended to fear the use of TCAs when cardiac disease is present. However, depression itself is a life-threatening disease, and it should be treated. Choice of an agent often begins with the knowledge that a patient is especially troubled by insomnia; however, in patients with certain medical illnesses, the decision must be made on a case-by-case basis, taking into consideration the side-effect profile (risk), the anticipated benefits, and potential drug–drug interactions. In obese diabetic patients, fluoxetine has ameliorated mean blood glucose levels, daily insulin requirements, and glycohemoglobin levels,76-80 perhaps by improving insulin sensitivity.81,82 In contrast, TCAs, such as nortriptyline, may actually worsen glycemic control.83 However, TCAs have been found to be superior to fluoxetine in decreasing pain secondary to diabetic neuropathy.84
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Psychotropic Medications

cveinz cveacy cvecis P06 cvpanaars
Amitiptyline Fluoetine Amitptyine Amitiptyine Aprazolam
Clomipramine Moclobemide Citalopram Amphetarmines Amitptyine
Clozapine Ramelteon Clomipramine Atpiprazole Arpiprazole
Dulosatine THC Clozapine Atomoetine Buspirone
Fluoiamine Diazepam Clozapine Carbamazapine
Haloperidol imipramine Codeine Clozapine
Imipramine Maclobernids Desipramine Haloperidol
Methadone. Ramaiteon Dextiomethorphan imipramine
Mirtazapine Sertraline Dulosetine Lamotrigine
Olanzapine Fluoxatine Methadona
Ramalteon Mianserin Midazolam
Tactina Haloperidol Nefazodone.
Hydrocodons Oxcatbazepine
Methadone Pimozids
mPP Quetiapine
Nortiptylne Risperidone
Olanzapine Tazodona
Oxyeodone Tiazolam
Paliperidons. Zalepion
Paroxtine Zopidem
Phenothiazines Zprasidone
Risperidone
Sertralina
Thioridazine

Tricyelcs (TCs)
Velafadng
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PERSONALITY
TveE

Dependent

Obsessive

Histrionic

Masachistic

Paranoid

Narcsisic

Schizold

MAJORTRAITS

Craves special attention
Expactsservices on demand
Requites constantreassurance

Values detaland order

Becomes andious with uncartain
outcomas

Wl defended against ear and
pain

Prematurely trustsothers

Uses repression, denial and
avoidance

Dramatizes feelings

Plays the martyr ol

Seems to enjoy suffring

Fesls unappreciated

Issuspicious,wary, and guarded
Reaily feos lightsd
Bickers when feeing parseced

Requests and ecaives help with
diffcutty

Stives o appear smart, srong,and
suparior

Fears dependence

Isaloof uninvolved, and detached
Prefrs solftary occupations

REACTIONTOILLNESS

Percaived abandonment.
generatas fsling of
helplessness

Incraased anisty prompts
more demands.

Hiness representsthreat to
seftcontrol

Nesd for cartainty.
and controlprevents
Questioning of taff,thus
increasing amvety

Hliness represents threat to
masculinity orfemininity

Hiness represents
deserved purishment

lness i welcomed as
form ofsufering

Lackof recoanition of
martyrstatusrisks
noncompliance

Hliness represents an
extemal assaut

Medicalnterventions
generatesuspicions and
fearof harm

Hiness challenges self
estaemand suparior
stance

Efforts toappear
effectualand strong are
doubled

Hliness requires cortact
with aregivers

Rejection iskspurs
grester withdrawal

RECOMMENDED.
STRATEGIES

Express dasia to provide
comprehensive care

Make minor concassions If
possible

Provids ample nformation,
using and defining medical
terms

Allywith patients desire for
mastary

Allow patient o participatein
medicaldacisons.

Recognize patient’s grace
under pressure

Omit deals i reassuring
patient

Apprecite patients suffeing

Recommend treatmant asan
additional burdn thatwill
ad others

Inform patient completely
about tests and traatments

Acknowiedge difficuty of
iiness

Recognize patient’s srengths
and knowiedge

Allow patientto participatein
medicaldacisons

Expact gaps inhistory,
because more liness
connotes weaknass

Recogniza preference for
isolation

Minimize ntrusions

Assure ptient of nterestand

Rcapted rom Shuster 1L St T v care unf oW MG Rl JF, <3ors T A Poyehit i PubShing ok of cnsaatin
lsonpychiao: piyehityinihemedizly  d 2, Washington 2002 American Psychiavic Publising pp 753-770; Kahana ) Bibing GL:
Persoraitytypes inmedialmanagement.In Zinberg NE edtor: sychiaoy and mediclpracic i geneel hospi Now or, 1965 Intematonal
Univestis Press,pp 108123 and Wool € Geringe S, StenTA: The managementof befviora problamsin e CU. I Fippe I i S, AlpertJs
etal, editors Intensive awe medicine. ed 2 Boston. 1991, Little. Brown, pp 1906-1916.






