Practical Psychiatry in Medicine
Part 16. Psychiatric Evaluation of the Medical Patient

Psychiatric evaluation closely
resembles the rest of medical
gvaluation in its goals and methods.

The ultimate goal of the psychi-
aric evaluation is to establish a
comprehensive  diagnosis  which
cn lead to an effective plan of
management.2 Comprehensive psy-
chiatric diagnosis includes several
components, which will be de-
saribed below.

Methods of psychiatric evalua-
tion consist of history taking,
examination of the patient’s mental
functioning, and the interpretation
ofappropriate special tests or pro-
cedures. Most information comes
through the interview with the
patient, and the principles and
techniques of this essential proce-
cure will be discussed in detail.

Ore must decide how extensive
tre psychiatric evaluation should
kefor a particular patient. Several
factors enter into this including
presentation of evidence suggesting
psychiatric conditions, the proba-
Hediagnosis, and the severity and
urgency of the patient’s problems.
Inaddition, the primary physician
will generally conduct a more ex-
tensive psychiatric evaluation when
e plans to assume continuing re-
sponsibility for clinical management,
with or without psychiatric consul-
tation; ifhe plans to refer the patient
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to a psychiatrist for management of
the psychiatric problems, he may do
a briefer psychiatric evaluation. De-
cisions regarding continuing man-
agement of the patient can of course
be made after consultation; such
variables as those already mentioned
(probable diagnosis, severity and
urgency of the patient’s condition)
will enter into this decision of who
should manage the patient. The indi-
cations for psychiatric referral and
the importance of making the referral
in such a way as to facilitate accep-
tance and to minimize the likelihood
of the patient’s feeling misunder-
stood or rejected are discussed in
Part 17.

Goals

Comprehensive psychiatric di-
agnosis includes (1) delineation of
symptomatic and functional prob-
lems, (2) identification of a psychi-
atric syndrome or disorder, (3)
assessment of factors which con-
tribute to etiology, and (4) assess-
ment of personal assets and re-
sources.

Delineation of Problems

By psychiatric problems we
refer to symptomatic complaints
and difficulties in functioning, or
behavior which stems from mental
or emotional disturbance. Psychi-
atric problems may be related to (1)
difficulties in cognition such as dis-
orientation, poor memory, delu-
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sions, concretistic thinking, and
hallucinations; (2) disturbance of
feeling or mood such as depression,
elation, and anxiety; (3) disordered
function and somatic complaints
(without discernible organic ba-
sis) such as insomnia, fatigue,
anorexia, impotence, and head-
ache; and (4) patterns of maladap-
tive behavior such as repeated in-
ability to get along with persons in
authority. Occasionally, patients
will consult the primary physician
because of a difficulty in their pres-
ent life situation. Of the aforemen-
tioned types of problems, probably
the most commonly encountered
presenting complaint seen by the
primary physician is that of func-
tional or somatic symptoms with-
out organic basis. It is wise to keep
in mind that occasionally a patient
may use a physical symptom that
has an organic cause as an admis-
sion ticket to see the physician
about an emotional problem.
Frequently, in the course of the
clinical investigation, a group of
problems emerges as a recogniz-
able clinical entity or psychiatric
disorder. When this occurs, defini-
tive treatment is aimed at allevia-
tion of the disorder, such as de-
pression, with the reasonable ex-
pectation that relief from as-
sociated problems such as insom-
nia, anorexia, or loss of sexual in-

Continued on next page
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Table 1 Classification of Psychiatric Disorders

1 Mental retardation
2. Disorders associated with organic impairment of cerebral function
A. Organic brain syndromes

B. Organic conditions in which the chracteristic features of OBS are
absent, eg, psychosis associated with amphetamine intoxication

3. Psychoses without presently known organic impairment of cerebral

function

A. Schizophrenic disorders
B, Major affective disorders
Unipolar manic illness
Depressive illness
a. Primary
Unipolar
Bipolar
b. Secondary

Neuroses

©owo NGO A

terest will be obtained as the de-
pression improves. However, as
crucial as treatment of the underly-
ing disorder is, the management of
symptomatic  manifestations or
problems is also important and
sometimes must be initiated before
a comprehensive diagnosis is es-
tablished.

For example, the physician,
upon discerning that the patient
presents evidence of emotional dis-
turbance, must decide whether the
disturbance constitutes an emer-
gency. Ifan emergency exists, a pre-
liminary management plan must be
instituted without delay even though
comprehensive diagnosis is not yet
established. Psychiatric emergen-
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Personality disorders

Sexual disorders

Alcoholism and drug dependence
Psychophysiologic disturbances
Transient situational disturbances

cies are discussed in Part 7. Here it
may simply be noted that a psychi-
atric emergency exists when the
patient is experiencing acute, intense
suffering requiring immediate atten-
tion or when his behavior, actual or
potential, is alarming. Probably the
most common example of the latter
is seen in the patient who poses a
serious suicidal risk.

In addition to emergency situa-
tions, there are many psychiatric
problems which warrant specific
management in addition to longer
range, definitive treatment of the
underlying disorder. Severe in-
somnia, for example, may not only
be a symptom of depression (or
some other condition) but may it-
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self significantly contribute to te
patient’s feeling of fatigue and g
prehension; for this reason, te
physician may attempt to provide
the depressed patient relief fran
this symptom while awaiting te
patient’s response to antidepres-
sant medication. Similarly, the con
fusion and panic of delirium pose
problems that require careful man
agement while determination ad
treatment of the underlying causes
of the condition are underway. &
vere anorexia or refusal to eat cls
for careful monitoring of te
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patient’s nutritional status regard-
less of the underlying disorder.

psychiatric Disorders

Psychiatric illness can be de-
fired as being any condition in
which there is suffering and dis-
aility resulting primarily from a
disorder of thinking, feeling, or be-
havior. This definition clearly en-
compasses (1) the organic brain
syndromes, (2) the psychoses, (3)
the neuroses, (4) the psychophysio-
logic disorders, (5) painful or dis-
aling situational disturbances, (6)
alcoholism, and (7) drug depend-
ence. There has been considerable
disagreement about the inclusion of
personality disorders in the general
rubric of psychiatric illness. How-
ever, there is little doubt that in
soe instances the enduring mala-
daptive attitudes and behavior of
personality disorders do result in
disahility and suffering.

Table 1 gives a classification
of the major psychiatric disor-
ders; each (with the exception of men-
tal retardation) is discussed else-
where. Here we will only briefly
describe some of the salient fea-
tures which are useful in differ-
entiating between several of the
mejor categories of psychiatric ill-
ness. In arriving at a diagnosis, the
clinician will find it practical to ap-
proach diagnostic categorization by
proceeding from the broad categor-
ies to more restricted ones, and fi-
nally to specific entities.

The first categorization is to dis-
tinguish organic disorders from
functional disorders. Here the
clinician must be alert not only to
evidences of the organic brain syn-
dromes but also to organic dis-
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eases, such as hyperthyroidism,
which can simulate emotional dis-
orders. Organic brain syndromes
(OBS) are characterized by im-
pairment of orientation, memory,
judgment, and other intellectual
functions, such as comprehension
and calculation; lability and shal-
lowness of affect are often present.
Nevertheless, psychoses caused by
toxic substances are not invariably
accompanied by these classic
symptoms of OBS; a notable
example is the psychosis- as-
sociated with amphetamine intoxi-
cation which closely resembles
acute paranoid schizophrenia and
in which the sensorium is usually
clear.

If organic causes seem unlikely,
the next step is to distinguish be-
tween the functional psychoses
(schizophrenia and affective disor-
ders) and the nonpsychotic disor-
ders (neuroses, personality disor-
ders, and situational reactions).
The term functional psychoses re-
fers to those disorders which, in
fully developed form, gravely im-
pair mental functioning, grossly
interfere with the patient’s ability
to cope with the ordinary demands
of life, and for which, at the present
time, no physical etiology has been
definitely identified. The two main
categories of functional psychoses
are the schizophrenic disorders and
the major affective disorders.

Schizophrenia includes a group
of disorders manifested by misin-
terpretation of reality, interference
with thought associations (block-
ing, concrete thinking, etc), delu-
sions, hallucinations, marked am-
bivalence, flatness or inappropri-
ateness of affect, withdrawal, and
regressive or bizarre behavior; the
sensorium is clear. The major af-
fective disorders are characterized
by depression or mania or, alternat-
ingly, both. Depression is char-
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acterized by feelings of sadness,
guilt, and hopelessness, decrease in
interest in and ability to experience
pleasure, attitudes of self-depreca-
tion and pessimism, fatigue, psy-
chomotor retardation, insomnia,
poor appetite, weight loss, and a
variety of somatic symptoms. Mania
is characterized by an elated mood
or irritability, hypertalkativeness,
and hyperactivity. In schizophrenia
and the affective disorders, the se-
verity and variety of symptoms are
reduced considerably during the in-
cipient stage or convalescent stage of
the illness; at these stages, or in other
less than fully developed forms of the
disorder, the illness may not have
reached psychotic proportions.

The neuroses are characterized
by (1) symptoms of anxiety such as
fear, tenseness, palpitations, and
sweaty palms; (2) symptoms which
serve partially to alleviate or lo-
calize anxiety such as phobias, ob-
sessions, compulsions, hypochon-
driasis, and conversion; or (3) both
overt anxiety and anxiety-related
symptoms. There is no evidence of
disorientation or other impairment
of intellectual function, nor is there
evidence of distortions of reality
recognition or of perception, and
the patient is usually clearly aware
that he has an emotional or
psychologic disturbance.

Psychophysiologic disorders are
characterized by physical symp-
toms accompanying physiologic
changes produced by emotional
factors. The hyperventilation syn-
drome is an example.

Alcoholism and drug depend-
ence refer to conditions in which
alcohol or drug consumption is
damaging to physical health, inter-

Continued on next page
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feres with personal and social
functioning, or is associated with
psychologic or physical depen-
dence.

Situational disturbances refer to
disorders which develop as a re-
sponse to severe environmental
stress and which abate when the
stress is removed. This diagnosis is
usually reserved for persons in
whom there is no evidence of
preexisting mental or emotional
disorder.

Personality disorders are char-
acterized by deeply ingrained
maladaptive attitudes and patterns
of behavior which often become
manifest in adolescence or earlier;
there is relatively little evidence of
overt anxiety or other neurotic
symptoms.

It is apparent that these
categories of illness are not mutu-
ally exclusive. Patients with schizo-
phrenic illness, depression, neuro-
sis, or personality disorder may be-
come dependent upon drugs or alco-
hol and are not immune to the devel-
opment of organic brain syndromes.
Organic disease affecting cerebral
function may precipitate a depres-
sion, severe anxiety, or paranoid de-
lusions, or may exacerbate an al-
ready existing emotional disorder.

Assessment of Etiologic Fac-
tors

Modern medical practitioners
have long desired to aim treatment
at the cause or causes of illness and
not to rest content with symptom
alleviation alone. Further, it has
become increasingly apparent that
the concept of a simple one-to-one
relationship between a single cause
and a single effect (disease) does
not apply to most types of illness;
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clearly, it does not apply to psy-
chiatric disorders. In considering
the etiology of psychiatric disor-
ders it is helpful to bear two con-
cepts in mind: (1) most (perhaps all)
psychiatric disorders result from
the convergence of more than one
etiologic factor; and (2) psychiatric
disorders unfold in an epigenetic
manner, ie, what has already de-
veloped partially determines what
is to be developed. Thus, the clini-
cian is interested in ascertaining
those factors which were present at
the time of onset or exacerbation of
the illness, in understanding the
epigenetic sequence of illness de-
velopment, and, where possible, in
applying his grasp of etiology to the
planning of treatment and man-
agement.

The process of diagnostic
categorization discussed above
yields some knowledge of etiology
and serves to direct the clinican
along certain lines of investigation.
This is clearly the case, for exam-
ple, when the intermediate diag-
nosis is organic brain syndrome or
when, even in the absence of the
usual symptoms of OBS, the clini-
can suspects that a physical or
toxic factor is present; the physi-
cian then begins a systematic in-
quiry into the possibilities with
particular emphasis on the dis-
cernment of those contributory fac-
tors which can be removed or
modified by treatment. In this
example, the aim of the investiga-
tion is to narrow the diagnosis to an
etiologically specific type of OBS,
such as toxic psychosis secondary
to barbiturate withdrawal, and then
to plan management accordingly.

In the example of toxic psycho-
sis secondary to barbiturate with-
drawal, the immediate precipitating
event is, of course, the cessation of
barbiturate ingestion. The epigene-
tic sequence which preceded the

toxic psychosis includes (J) th®
psychologic, social, and other fc
tors which led the patient ©
“need” or want hypnotic dus
and (2) the actual ingestion of bar
biturates in sufficient amount ad
for a sufficient period of time toes-
tablish physical dependence. Q-
ously, the investigation of the fac
tors which contributed to the e
tablishment of the addiction re
quires the collaboration of te
patient (and often his family), ad
is crucial to the planning of log
range treatment aimed at asisting
the patient with underlying ero-
tional problems and at preventinga
recurrence of the addiction.

The contributory factors in
emotional disorders include ()
hereditary predisposition; (2) pre
illness personality development
and adaptation; (3) life situation
around the onset, remission, ad
exacerbation of illness episodes;
and (4) present life situation.

For example, the clinician nay
learn that the depressive illness ofa
middle-aged woman began around
the time her youngest child married
and left home (the *“empty-nest
syndrome”). The physician knowns
that most women do not become
clinically depressed by such an
event in their lives. What is there
about the patient that apparently
predisposed her to react to thet
event with depression? A number
of contributory factors might be as-
certained upon further investiga-
tion. Ngt uncommonly it is learned
that the patient has long led a rather
narrow, constricted life, deriving
her feeling of worthwhileness a-
most entirely from her role &
mother, and that a certain distance
between the patient and her hus-
band has slowly developed over a
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