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these evaluations must be quick but systematic.

onsultation/liaison (C/L) psychiatrists
assess capacity in 1 of 6 consults,' and

Hospital time is precious, and asking for a psy-
chiatry consult inevitably slows down the medical
team’s efforts to care for sick or injured patients.

We suggest an approach our C/L service
developed to rapidly weigh capacity’s three
dimensions—risks, benefits, and patient deci-
sions—to formulate appropriate opinions for the
medical team.

A STANDARD FOR CAPACITY

In most cases, capacity must be assessed and con-
sidered adequate before a patient can provide
informed consent for a medical intervention.

Because a patient might be capable of making

some decisions but not others, the standard for
determining capacity is not black and white but a
sliding scale that depends on the magnitude of
the decision being made.

As physicians, psychiatrists understand doc-
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| 3-dimension model for evaluating capacity

Does the patient have the capacity to consent to or refuse a particular medical treatment? To formulate
an opinion, weigh 3 dimensions: the patient’s decision, the treatment’s benefit, and the treatment'’s risk.
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tors’ frustrations when they believe a patient is that capacity could be measured on a sliding scale.
making the wrong treatment choice. When the Wise and Rundell’ agreed and developed a two-
primary team turns to us, they want us to help dimension table to show that capacity can be eval-
determine the most appropriate course of action. uated at different thresholds,

Capacity is determined by depending on the patient’s clini-
weighing whether the patient is cal situation. We expanded this
competent to exercise his or her [RAIURCEIRERTY model (Figure) to include three dimen-
autonomy in making a decision MULAU0ERENRIGIIERED sions to consider when you evaluate
about medical treatment. We do  BJoJl§Ile]R156]1]: capacity:
not assess global capacity; the BSVEVIIREENEMIN * risk of the proposed treatment (high
goal is to provide an unbiased [EHYE given situation vs. low)
opinion about specific capacity * benefit of the treatment (high vs.

for a given situation—“Does Mr. X low)

have the ability to accept/refuse this treatment * the patient’s decision about the
option presented to him?” treatment (accept vs. refuse).
Capacity’s three dimensions. The means to achieve If a treatment’s benefits far outweigh the
this goal are often complex. Roth et al’ proposed risks and the patient accepts that treatment, he is
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probably capable of making that
decision and a lenient (low) thresh-
old to establish capacity applies. If
the same patient refuses the high-
benefit, low-risk treatment, then he
might be incapable of making that
decision and a stringent (high)
threshold to establish capacity
comes into play. Our C/L service
often uses this model when discussing
capacity evaluations with the primary
team. It explains why some capacity
evaluations—when a patient agrees to
a low-risk, high-benefit procedure—
might take minutes, whereas others—
those that fall into the medium
threshold for capacity—take hours.
Consider the following cases.

THREE CASES:

IS CAPACITY EVALUATION NEEDED?

Mr. X, age 25, was in a motor vehicle accident that
caused trauma to his esophagus. He requires a feed-
ing tube because he will be unable to eat for several
weeks. The risk of the procedure (feeding tube place-
ment) is low, and the benefit (getting possibly life-sav-
ing nutrition) is high.

If Mr. X refuses the feeding tube, he may be inca-
pable of making this decision and would require a rig-
orous capacity evaluation (high-threshold capacity). If
he consents, he is making a choice with which most
reasonable people would agree, and establishing
capacity would be less important (low-threshold
capacity).

Mr. J, age 95, has congestive heart failure, diabetes,
and liver disease. If he consents to a liver transplant—
a treatment likely to be low-benefit and high-risk—he
would require a rigorous capacity evaluation. If he
refuses this surgical intervention, then more-lenient
capacity criteria would apply.

Mrs. F, age 59, has breast cancer with metastases.
Her oncologist is recommending bilateral mastecto-

Cyyrent

Primary team capacity evaluation: 5 W's

Explain to the patient the treatment you recommend.
Review risks and benefits of accepting and of refusing
the treatment. Describe alternatives. Then ask these
screening questions to assess capacity:

« Will you explain the treatment we recommend?

+ What is your understanding of how this treatment
can help you?

« Whatis your understanding of what could happen
if you don’t have (proposed treatment)?

« What alternatives could you choose instead?

. Why have you decided to accept/refuse (proposed
treatment)?

Source: References 5,6

my, radiation, chemotherapy, and an experimental
treatment that has shown favorable results. The risk
of treatment is high, and the benefit is unknown but
most likely high. Since this is a high-risk, high-benefit
intervention, the capacity threshold is medium.
Whether she consents to or refuses treatment, you
must weigh risks and benefits very carefully with her.

THE PRIMARY TEAM'S ROLE
A common myth holds that only psychiatrists can
determine capacity, but any physician can.* The
primary team may feel comfortable deciding a
patient’s capacity without secking consultation
after asking the screening questions in Table 1.>°
A patient who gives consistent and appropriate
answers to these screening questions usually also
can answer the more detailed questions psychia-
trists would ask and thus has sufficient capacity.
When uncertainties remain after screening,
we recommend that the primary team ask psychi-
atry for an opinion. Knowing what the primary
team is thinking about a difficult case often helps
the psychiatric consultant. So when consulting
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Psychiatry C/L service capacity evaluation

Ability to communicate choices

* Your doctors have told you about (proposed treatment);
what is your choice regarding whether or not to pursue
this treatment?

Ask the same question at the end of your evaluation;

the patient should be able to provide the same answer,
proving that he can communicate consistent choices.

(Note: If patient appears to be defensive, consider

asking this question only once, at the end of the evaluation.)

Ability to understand information about a treatment
» Tell me about your medical condition.

» Can you explain to me the treatment your doctors
are recommending?

* What is your understanding of how this treatment
can help you (ie, benefits of treatment)?

» What other treatments could be done for your iliness
(ie, alternatives)?

* What are the pros and cons of these other treatments?

Appreciation of likely consequences

* What might happen with the treatment that you do not
want to happen (ie, risks of treatment)?

* How likely do you think it is that these risks will occur?

* What is your understanding of what could happen if you
don't have the treatment (ie, risks of refusing treatment)?

* What will happen to you if you are not treated at all?

Rational manipulation of information

* Why have you decided to accept/refuse (proposed
treatment)?

» Tell me how you reached the decision to accept/refuse
the recommended treatment.

* How did you balance the pros and cons?

* What things were important to you in reaching
your decision?

Source: References 5,6
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with psychiatry, we suggest that the
primary team:

e clarify the question (such as, “Does
Mys. Z have the capacity to refuse
dialysis?”)

e give an opinion about whether the
patient does or does not have capac-
ity and why.

When sharing of opinions was stud-
ied at institutions trying this idea, C/L
teams agreed with the primary teams’
initial impression of patients’ capacity
80% of the time." Most consults
occurred because the patient was
refusing an intervention the primary
team felt was “essential,” or the
patient and primary team disagreed
on code status. At our institution,
anecdotal evidence shows that if the
primary team spends a few minutes
asking screening questions, the C/L
service and primary team agree on the
patient’s capacity >90% of the time.

TIPS FOR THE PSYCHIATRIST

C/L psychiatrists are usually asked to
evaluate capacity in complicated cases,
such as when the:

* family disagrees with the patient’s

decision

* patient changes his mind several

times

* patient has a formidable psychi-

atric history.

Determining capacity requires that
you assess the patient’s ability to com-
municate choices, understand and
retain information about his condition
and proposed treatment, appreciate
likely consequences, and rationally
manipulate information (Table 2).

You can often gauge a patient’s attitude

continued on page 19
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continued from page 16

the moment you walk into his or her room. Those
who feel insulted or defensive about being evaluat-
ed by a psychiatrist say things like:

* “I'm not crazy; I don’t need to talk to you.”

* “I think you need to evaluate my doctors,
not me.”

* “Why is it so hard to believe that I'm ready
to die? You can’t change my mind. Get
out!”

To put the patient at ease, consider an inof-
fensive introduction such as: “My name is Dr. Y
and I’'m one of the psychiatrists
who work here. I'm often called
by the primary team to help
explain the pros and cons of the
various treatments we can pro-
vide to you. I'm not here to
change your mind; I just want to
make sure you are aware of all
your options.”

IS IT EVER OK NOT TO ASSESS CAPACITY?
In rare situations, informed consent does not
need to be pursued and neither does capacity.
Informed consent occurs when a capable patient
receives adequate information to make a decision
and voluntarily consents to the proposed inter-
vention.” Informed consent is not required in
emergency, patient waiver, or therapeutic privi-
lege situations.*
Emergency exception is permitted if the patient
lacks the capacity to consent and the harm of
postponing therapy is imminent and outweighs
the proposed intervention’s risks. These cases are
usually life-threatening situations in the emer-
gency department, such as when a patient sufters
severe physical trauma in a motor vehicle acci-
dent and is unable to communicate. Although
capacity cannot be established, patients are taken
immediately to the operating room.

If a patient with capacity refuses emergent
treatment, however, the treating physician cannot

You can often gauge
a patient’s attitude
about a capacity
evaluation when you
walk into the room
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override the patient’s wishes simply because it is
an emergency. For example:

Mrs. L, age 32, lost several liters of blood during a
complicated vaginal delivery. Her obstetrician felt
she needed an emergent blood transfusion to avoid
further medical complications. Mrs. L—a Jehovah's
Witness—refused the transfusion because of her
religious beliefs. She was deemed capable of mak-
ing this decision, and the transfusion was
deferred.®"®

Patient waiver applies when a
patient does not want to know all
the relevant information about a pro-
cedure; he or she may wish for the
physician (or another person) to make
decisions.

Therapeutic privilege, a controversial idea,
allows the physician to make decisions for
the patient without informed consent

when the physician believes the risk of

giving pertinent information poses a
serious detriment to the patient. In the rare cases
when this is invoked, obtain family input if possi-
ble. For example:

Mrs. J, age 70, has severe health anxiety. When the
primary care physician she has seen for 30 years
tries to discuss treatments with her, Mrs. J fixates
on potential harms and refuses treatments with

I—
Formulating an opinion about a patient's
capacity to accept or reject recommended
treatment depends on a sliding scale.
Our consultation model weighs the
patient’s decision within the magnitude
of the proposed treatment'’s risks and
benefits. It can help explain to the medical
team why some evaluations take minutes
and others require hours.

Bottom_
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KNOW THEFAGTS

. BE Related resources

» Harvard Medical School department of psychiatry. Web site on
forensic psychiatry and medicine. www.forensic-psych.com.

»  Stern TA, Fricchione GL, Cassem, NH, et al (eds). Massachusetts
General Hospital handbook of general hospital psychiatry (5th ed).
Philadelphia: CV Mosby; 2004:355-9.

even minimal risk. Her doctor tells her that it may be
in her best interest to not hear the risks of treat-

13% Of patlents ment. Mrs. J agrees and gives her doctor permis-
had d|abetes |n the sion to discusses treatment risks and benefits with

her daughter, who is intricately involved in her moth-

landmark CATIE er's health care.
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