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Foreword

In this book, Perioperative Psychiatry, Drs. Zimbrean, Oldham, and Lee have
spelled out a compelling argument that team-based care for the surgical
patient results in improved quality, enhanced safety, and better outcomes.
While traditional models of surgical care have focused on the pathophysiology
of surgical disease, the bio-psycho-social model of clinical medicine (devel-
oped and pioneered by Drs. George Engel and John Romano at the University
of Rochester several decades ago) is embedded in the DNA of the institution
where I serve as Chair of the Department of Surgery. The complex interac-
tions of biological, psychological, and social factors all need to be considered
and addressed to make the surgical patient well, and a singular focus on biol-
ogy or pathophysiology is outdated, misguided, and ineffective. Perioperative
Psychiatry provides a clinical roadmap for the bio-psycho-social model of
surgical care.

In surgery, embedded psychiatrists, as part of our teams, have become
increasingly common. For example, our live-donor liver transplant program
operates as a multidisciplinary unit where a thorough preoperative psychiatric
evaluation is required, and perioperative and often long-term psychiatric care
are provided to both the donor and recipient to optimize results. Psychiatrists
and behavioral health professionals play a critical role, and their input is
necessary in any high-performing transplant program. Similarly, in our end-
stage heart failure program, decisions about who is eligible for a left
ventricular assist device (LVAD) require a thorough psychiatric evaluation
and preoperative screening for untreated or undertreated psychiatric or
behavioral health illnesses. Rather than view psychiatric disease as a
disqualifier for these complex life-saving procedures, we feel that proactive
diagnosis and ongoing treatment of these illnesses will make more patients
eligible and sustain benefit from LVAD surgery and maintenance.

While in many areas these interprofessional teams are well established, we
certainly could do better, and this textbook provides a detailed, comprehen-
sive, and practical blueprint for developing high-performance partnerships
between surgeons and behavioral health professionals to enhance patient care
and improve outcomes. As Professor Lee correctly points out in the
Introduction, surgeons tend to underestimate the prevalence of psychiatric
illness in their patients, and even when recognized, access to a consultation-
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Foreword

liaison psychiatrist is often limited or nonexistent. It is my hope that this
textbook stimulates progress in what I consider to be a glaring unmet need
among surgery patients, even decades after Engel and Romano showed us
that a comprehensive, team-based approach to the whole patient is what it
takes for optimal healing.

David C. Linehan, MD

Seymour I Schwartz Professor and Chairman,

Department of Surgery,

University of Rochester School of Medicine and Dentistry,
Rochester, NY, USA
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Introduction

Hochang Benjamin Lee

During an episode of the TED Radio Hour, Atul
Gawande, M.D., Harvard surgeon and famed
author of The Checklist Manifesto, was once
asked what the biggest problem in our healthcare
system was. The soon-to-be-appointed CEO of
the Amazon-Berkshire-JPMorgan health venture
had a ready answer:

We are trained, rewarded and hired to be cowboys.
And what the individual clinician says is what
goes. We’re neither trained, rewarded nor hired to
be members of teams. [1]

In my experience as a consulting psychiatrist
to surgeons, with few exceptions, I have known
surgeons to be consummate team players who
work closely and intensely with the members of
their multidisciplinary surgical team including
anesthesiologists, certified registered nurse anes-
thetists, OR and circulating nurses, and surgical
technicians. External to their surgical team, how-
ever, surgeons also have a strong sense of clinical
insularity, and this can create challenges to col-
laborating with behavioral specialists and to pro-
viding cost-effective, quality care to patients with
complex behavioral health needs. To meet this
challenge, I hope this book introduces a new
member to the surgical team: a psychiatrist.

H. B. Lee (IX)

Department of Psychiatry, University of Rochester
School of Medicine, Rochester, NY, USA

e-mail: Hochang_Lee @ URMC.Rochester.edu

© Springer Nature Switzerland AG 2019

In a value-based, person-centered healthcare
culture, the behavioral health service needs of sur-
gical patients have become increasingly important.
Estimates of the prevalence of psychiatric prob-
lems in surgical patient approach 50% [2] and
effective management of psychiatric comorbidi-
ties during pre-, peri-, and postoperative care have
been shown to have a substantial impact by reduc-
ing length of stay, readmission rates, and adverse
outcomes including mortality [3-6]. During my
own career as a consultation-liaison (CL) psychia-
trist, I have seen this transition in process.
Management of behavioral issues has become cen-
tral to several surgical service lines, and I have
watched the increasing number of surgeons and
behavioral health specialists working side by side
in multidisciplinary clinical teams (e.g., transplan-
tation surgery and bariatric surgery).

Nevertheless, the bulk of clinical interaction
between surgery and psychiatry occurs through
requests to CL psychiatrists in response to acute
psychiatric issues that have become a barrier to
surgical care delivery. In general, most psychiat-
ric consultation requests are placed under one of
the following five conditions:

1. Capacity assessment is needed because the
patient cannot provide informed consent for a
medically necessary procedure related to cog-
nitive impairment or psychiatric symptoms.

2. Proactive psychiatric evaluation and interven-
tion are requested because previously known

P. C. Zimbrean et al. (eds.), Perioperative Psychiatry, https://doi.org/10.1007/978-3-319-99774-2_1
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psychiatric conditions have a potential to
compromise surgery, recovery, or outcomes.

3. Advice for the maintenance or adjustment of
psychotropic medication is needed to avoid
potential complications during anesthesia, or
surgery due to drug-drug interaction or
medication for surgical care could complicate
psychiatric care.

4. Surgical team needs assistance in evaluation
and treatment of new-onset psychiatric
symptoms or acute exacerbation of existing
psychiatric conditions due to the stress of
surgery.

5. Communication strategies and behavioral
plans are requested as the surgical care faces
challenge in caring for patient with personality
disorder and difficult behavior.

This conventional “consultation model,”
though, works best when surgeons can reliably
identify emerging psychiatric issues before
reaching a crisis level and the consulting
psychiatrist has expertise and familiarity with
common psychiatric issues presenting in surgical
patients. However, neither of these can be
assumed as psychiatry and surgery often seem to
be at the opposite ends of the spectrum in their
approach to healthcare. For example, a recent NY
Times article was entitled, “Your Surgeon Is
Probably a Republican, Your Psychiatrist
Probably a Democrat” based on a data that
suggested diverging political ideology that might
affect treatment recommendations across various
specialties [7, 8].

Surgeons tend to underestimate the frequency
of psychiatric disorders in their patients even
more than other physicians do, and they are less
likely to refer patients to psychiatrists than are
other physicians [9]. On the other hand, except in
larger academic medical centers staffed by CL
psychiatrists, it is rare to find psychiatrists who
are familiar with the perioperative issues of
rapidly advancing surgical care. According to the
American Hospital Association, community and
rural hospitals represent 85% of all hospitals and
serve populations without access to or neglected
by larger hospitals and healthcare systems [10].
In these smaller hospitals without a CL

psychiatrist, a surgeon requesting consultation
from an available behavioral health specialist
may be skeptical about the recommendations
being offered—and often justifiably so.

With this book Perioperative Psychiatry, we
aim to bridge this glaring gap in clinical care by
describing  psychiatric ~ issues  commonly
encountered in surgical patients. In fact, we hope
the content will be helpful for trainees and
seasoned practitioners, both in surgery and
psychiatry. To address the practical issues in
evaluation and management of psychiatric issues
among surgery patients, we organized this book
in two parts. Part I deals with common psychiatric
issues that occur across surgical settings: (1)
capacity assessment in consent process, (2)
postsurgical delirium, (3) psychopharmacological
issues related to anesthesia, (4) psychiatric
aspects of perioperative pain management, and
(5) the role of psychological assessment and
therapy in the perioperative period. Part II focuses
on psychiatric issues in select surgical
populations: (1) cardiothoracic surgery, (2)
noncardiac thoracic or pulmonary surgery, (3)
neurosurgery, (4) transplantation surgery, (5)
bariatric surgery, (6) aesthetic/cosmetic surgery,
(7) obstetric and gynecological surgery, and (8)
pediatric surgery. By covering general topics in
depth in Part I, we provide detailed, up-to-date
knowledge for interested trainees and practicing
clinicians. In Part II, we provide an accessible
reference and guide for the psychiatric approach
to specific surgical populations.

“There is no health without mental health,”
proclaimed our former surgeon general, David
Satcher [11]. Nor is there mental health without
physical health. As members of amultidisciplinary
surgical service line, surgeons and psychiatrists
may approach the same patient from different
perspectives, but ultimately they have a common
goal: achieving maximum health through cost-
effective delivery of surgical care. With the
advent of value-based healthcare, Perioperative
Psychiatry expounds on the necessity of a
biopsychosocial approach to surgery in which
team-based care provides personalized medicine.
From the start of my career as a CL psychiatrist,
I have enjoyed the camaraderie and generosity of
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countless surgeons who patiently taught me
about the intricacies of surgical care. In this same
collaborative spirit, I hope this book facilitates
and enhances teamwork between surgeons and
psychiatrists in care of surgical patients with
behavioral health service needs.
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The Role of the Psychiatrist
in the Perioperative Setting

Paula C. Zimbrean

Brief History of Psychiatric
Consultation in the General
Hospital

Consultation-liaison psychiatry (CLP) is the sub-
specialty of psychiatry that provides clinical ser-
vice, teaching, and research in nonpsychiatric
health-care settings [1]. CLP intersects with psy-
chosomatic medicine, a broader multidisciplinary
field that focuses on the emphasis of the role of
psychological factors upon one’s health [2]. The
first psychiatric consultation-liaison (CL) service
in a general hospital opened at Albany Hospital in
New York in 1902. It took over a decade until the
next similar service was established, at John
Hopkins Hospital, in Maryland [3]. The practice
of CLP grew steadily over the following decades,
and by the early 1990s, over 900 CLP programs
were reported functional [1]. Interestingly, in
1929, Henry offered the following guidelines to
inform the psychiatrist who wished to work with
other physicians: careful observation is more
acceptable than inspired guess work, communica-
tion should be free of jargon, and there must be
flexibility in the application of theory and the
choice of therapy [4]. These principles are still
standing now, almost 90 years later.

P. C. Zimbrean (P<1)

Department of Psychiatry and Surgery (Transplant),
Yale University School of Medicine, Yale University,
New Haven, CT, USA

e-mail: Paula.zimbrean @yale.edu

© Springer Nature Switzerland AG 2019

While the framework for consultation psychia-
try was accepted relatively quickly, debate sur-
rounded the liaison task of the psychiatrist
working in the general hospital setting [5]. Very
early it became obvious that to address psychiat-
ric problems in the general hospital setting, the
consultant psychiatrist had to spend significant
amount of time educating family and medical
staff about the nature of psychiatric illness and/or
the treatment recommended. This led to the ser-
vice model of psychiatrists becoming embedded
within medical or surgical units, joining medical
rounds, or helping medical staff interact with psy-
chiatric patients. In an era when psychoanalytic
theory and practice dominated the field of psy-
chiatry, the liaison work even included counter-
transference rounds on the intensive care unit,
during which medical staff was encouraged to
process their own emotions raised by taking care
of terminal or difficult patients [6]. As the biopsy-
chosocial model gained acceptance and managed
care systems encouraged the use of time-limited
interventions, CLP shifted from the predominant
use of psychodynamic clinical tools to an empha-
sis on biological and behavioral interventions.
CLP started to expand on specialty services such
as hemodialysis [7] and OB-GYN [8] or in gen-
eral outpatient clinics [5]. All these developments
led to the pursuit of subspecialty status within the
American Board of Medical Specialties (ABMS),
a process fraught with challenges as detailed
recently by Boland [9].

P. C. Zimbrean et al. (eds.), Perioperative Psychiatry, https://doi.org/10.1007/978-3-319-99774-2_2
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The Impact of Psychiatric
Symptoms on Postsurgical
Outcomes

A broad range of evidence suggests that psychi-
atric comorbidities represent a risk factor for less
desirable outcomes after different types of sur-
gery. Many studies have evaluated the impact of
psychiatric comorbidities as an independent risk
factor; for instance, comorbid psychiatric disor-
ders are associated with higher rates of complica-
tions following cervical spine surgery including
infection, readmission, and revision surgery [10].
Preoperative psychiatric conditions have been
linked with a higher risk of unfavorable discharge,
neurological complications, venous thromboem-
bolic events, and acute renal failure in patients
who underwent surgical intervention for lumbar
degenerative disc disease [11]. Prior psychiatric
diagnosis has been associated with significantly
higher risk of in-hospital mortality for trauma sur-
gery patients, with higher risk of complications
after trauma surgery and longer length of stay as
shown in a systematic review published in 2017
[12]. Also, for patients undergoing appendec-
tomy and laparoscopic cholecystectomy, a prior
psychiatric disorder predicted longer time from
symptom appearance to admission, longer hospi-
talization, and an increased rate of postoperative
complications [13].

Other studies have assessed how specific psy-
chiatric conditions or psychological factors
impact various outcome measures after surgery.
For instance, depression before peripheral artery
disease diagnosis is associated with higher risk of
amputation and higher risk of mortality after
amputation [14]. Preoperative depressive symp-
toms influence patient’s satisfaction with health
care up to 2 years after surgery [15]. High coop-
erativeness as a personality trait was associated
with better outcomes after bariatric surgery [16].
Cognitive distortions predisposed to higher pain
after hand and upper extremity surgery [17].

The overall impact of chronic treatment with
psychotropic medications upon surgery outcomes
is still being investigated. A handful of studies
has suggested a higher risk of postoperative com-
plications in patients who regularly take certain

psychotropic medications, for instance, a higher
risk of respiratory depression in orthopedic inter-
ventions [18, 19] or higher postsurgical mortality
in patients on anxiolytic medications [19].
Similarly, several studies have investigated the
role of SSRIs in increasing bleeding risk in vari-
ous types of surgery [20-22]. In each instance,
the mechanism whereby a given psychotropic
agent might confer medical risk should be con-
sidered and differentiated from the potential
effect of the condition for which the psychotropic
agent is being prescribed. For example, neurolep-
tics when used to manage the behavioral distur-
bances in delirium entail certain medical risks,
but outcomes of those who receive neuroleptics
for this purpose must be differentiated from simi-
larly agitated and comparably ill patients who
never receive such agents. On the other hand,
psychotropic medications, including antidepres-
sants and neuroleptics, may have unique benefits
for the surgical patient without psychiatric illness
by improving postoperative pain management
[23, 24] and postoperative recovery [25].

Mental health problems should not be seen
as a uniform predictor of poor outcomes. To the
contrary, a recent report including prospectively
collected data of 1473 knee surgeries found that
patients with poor baseline mental health experi-
enced greater relative improvement in their function
after surgery despite reporting greater dissatisfac-
tion [26]. Similarly, case reports suggest that certain
patients with serious and persistent mental illness
have favorable postsurgical outcomes, even after
organ transplantation [27]. Interesting findings are
also emerging from cosmetic surgery where some
procedures have been reported to improve specific
psychological and functional domains as will be
discussed in Chap. 13.

Psychiatric Conditions Occurring
in the Peri-surgical Setting

In addition to assisting with treatment of patients
with pre-existing psychiatric illness in the peri-
operative setting, CL psychiatrists are often asked
to evaluate and treat new conditions that occur in
the context of surgery, either due to the direct
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physiological consequences of surgery or surgi-
cal illness or to psychological reactions to surgi-
cal care.

Depression. Multiple studies have indicated
that postoperative depression is associated with
delayed recovery and with more complications
and even mortality. For CABG patients, depres-
sion increases postoperatively [28] and is asso-
ciated with more complications [29] and longer
hospitalizations [30]. Another example consists
in patients with hip replacement with depression
who tend to report worse pain, require higher
doses of opioids [31] and have a higher readmis-
sion rate [32] compared with hip replacement
patients without depression. The risk factors and
the impact of postoperative depression vary by
specific type of surgery and will be discussed in
details in Chaps. 8,9, 10, 11, 12, 13, 14, and 15.

Posttraumatic ~ Stress Disorder Related to
Surgery. In a sample of 93 head and neck can-
cer survivors, 33.4% had posttraumatic stress
symptoms (PTSS), and 11.8% met the criteria
for posttraumatic stress disorder (PTSD) [33]. In
solid organ transplant recipients, approximately
15% of patients developed PTSS with the most
important risk factor being pre-existing psychiat-
ric morbidity, renal transplantation, and chronic
benzodiazepine prescription [34]. In a prospec-
tive study of patients over 60 who underwent
noncardiac surgery with general anesthesia, 12%
had PTSD 3 months after surgery, and postopera-
tive delirium and preoperative depression were
identified as risk factors [35]. Anesthesia aware-
ness is a specific risk factor for psychological
sequelae, with up to 15% of such patients devel-
oping PTSD [36].

Substance Use. A recent retrospective cohort
study of 6000 patients revealed that 62% had
filled their opioid prescriptions 1 month after sur-
gery and 22% did so 6 months after surgery.
Among those who filled opioid prescriptions
2 months postsurgery, between 71% and 76% had
also received opioid prescriptions prior to surgery.
Orthopedic surgery, colorectal surgery, multiple
procedures, and a prior history of opioid use were

associated with long-term opioid use [37].
Another cohort study of over 30,000 patients who
underwent minor and major surgery between
2013 and 2014 found a rate of new persistent opi-
oid use between 5.8% and 6.5%. By way of com-
parison, though, the rate of persistent opioid use
in a control nonoperative cohort was 0.4%. In this
population, risk factors for opioid use after sur-
gery included tobacco, alcohol, and substance use
disorders as well as mood disorders, anxiety dis-
orders, and perioperative pain disorders [38]. In
an attempt to reduce the risk of chronic opioid
use, guidelines have been developed to inform
home postoperative pain regimens. One such
guideline recommends that the amount of opioid
use the day before discharge should indicate the
number of all opioid pills that should be dispensed
for home use [39]. Other authors have found that
an enhanced recovery program after thoracic sur-
gery reduces the need for opioids at discharge
[40]. Identifying and addressing pre-existing psy-
chiatric disorders or substance use disorder is
likely to reduce the postoperative use of opioids;
however, the impact of psychiatric consultation in
this setting still needs to be investigated.

Postoperative Cognitive Impairment (PCI) or
Postoperative Cognitive Dysfunction (POCD)
Postoperative  delirium  typically  presents
2-3 days after surgery; however, many patients
develop postoperative cognitive impairment
(PCI) in the acute postoperative setting that
does not rise to the level of delirium diagno-
sis. Similarly, many patients with postoperative
delirium or PCI develop lingering postopera-
tive cognitive dysfunction (POCD) for weeks
or even a few months after surgery. The precise
causes and clinical course of various types of
delirium continue to be a topic of keen interest
to researchers. For instance, delirium associated
with sedatives, hypoxia, and sepsis or “unclassi-
fied” delirium has been shown to predict worse
cognitive function at 12 months, whereas meta-
bolic delirium did not [41]. Similarly, delirium
severity may also predict development of cogni-
tive dysfunction as shown in a prospective study
that followed postsurgical patients for 3 years
after the surgical intervention [42]. Several
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anesthesia-related factors have been linked to
later development of dementia including choice
of anesthetic agent, the number of exposures
to general anesthesia, the cumulative exposure
time, and the organ involved in surgery [40].
Neural inflammation and oxidative stress sec-
ondary to anesthesia and surgery are considered
two of the possible mechanisms for these per-
sistent cognitive problems [43]. The impact of
different surgery types on cognition should be
studied individually because some surgeries, for
instance, such as weight loss surgery, may even
lead to cognitive improvement [44]. Twelve per-
cent of patients over 65 who underwent surgery
for removal of a solid tumor developed cognitive
decline 3 months postsurgery. Executive func-
tion was the domain that declined the most [45].
Recent findings also suggest that dexmedetomi-
dine can improve cognitive function in this situa-
tion [46]. A psychiatric evaluation can screen for
persistent cognitive impairment and identify the
need for further testing or additional rehabilita-
tion or home services necessary to ensure good
adherence after discharge.

Integrating the Psychiatric
Consultation into the Surgical
Service

In the general hospital, psychiatric comorbid-
ity is associated with increased length of stay,
higher medical costs, and increased rate of rehos-
pitalization [47]; however, it is often underdiag-
nosed in surgical patients. Each chapter of this
book will discuss in detail the prevalence of
psychiatric problems among specific surgical
populations. For example, a prospective study of
surgical admissions at two separate institutions
showed that 12.5% of patients had significant
depression, 18.7% had significant anxiety, and an
additional 8.3% had both depression and anxiety.
About 22.3% of the cohort was judged to need a
referral for psychiatric assessment [48]. A recent
study found that while the rate for psychiatric
consultations was 3.2% of the total admissions
to a general hospital, for the surgical service, that
rate was 26.1% [49].

The role of psychiatric consultation in a peri-
operative setting may involve any of a host of
specific questions, but broadly these questions
variously entail improving in-hospital patient
care, collaborating with a patient regarding their
interests, and optimizing outcomes. These goals
are accomplished through accurate psychiat-
ric diagnosis and development of a periopera-
tive plan for psychiatric conditions, which may
include medication changes or psychothera-
peutic interventions. Psychiatrists often assist
in the identification of treatment of behavior
that interferes with safe, efficient care delivery
or in the assessment of capacity of a patient to
provide informed consent for surgery or other
interventions. In addition, psychiatrists often
assist in mental health referral when treatment
in the hospital is completed. The consultant
psychiatrist often collaborates with other clini-
cians who focus on specific aspects of the over-
all psychosocial care such as behavioral health
psychologists (who focus on improving coping
with illness, as illustrated in Chap. 7), addic-
tion counselors (who provide early intervention
for substance abuse [50]), and social workers
(who may be involved in a variety of aspects
of patient care from coping with illness to care-
giver support).

Models of Psychiatric Consultation
in the General Hospital

The traditional psychiatric consultation begins
with a request for consultation from the primary
team. The psychiatrist then clarifies the questions
that need to be addressed with the consultee,
reviews the chart, interviews the patient and
the family, obtains collateral information from
outpatient providers as needed, and provides a
written consultation report to the primary team.
Depending on the setting, the psychiatrist may be
involved in the implementation of the treatment
recommendations or assist the primary team in
doing so (e.g., sometimes consultants order the
psychotropic medications or imaging tests them-
selves, while on other settings, the orders are
placed by the primary team).
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The “embedded” psychiatry consultation
model was briefly described above. It consists of
a psychiatrist participating in rounds with the
primary hospital team, providing consultation
promptly, and being available for immediate
assistance if questions about management of
psychiatric or behavioral issues arise. In this
model, psychiatric intervention is still provided
“upon request” or “reactively”; however, the
psychiatrist can spend more time on liaison work.

Recently, proactive consultation models have
been developed in which all admissions to a
general hospital are screened for mental health
conditions and psychiatric consultation is
provided promptly in an ongoing discussion with
primary medical and surgical teams [51]. Other
proactive consultation service models may screen
for a specific psychiatric problem (e.g., depression
post CABG). For organ transplantation and
bariatric surgery, the psychiatrist is involved in
the assessment and care of surgical patients long
before surgery and plays a formative role in can-
didate selection, as will be discussed in Chaps. 11
and 12.

Impact of Psychiatric Consultation
for Surgical Patient upon Health-
Care Cost

Assessing the effectiveness of a psychiatric con-
sultation service in the general hospital is chal-
lenging in many ways. Foremost, the complexity
of surgical patients and the care they receive
makes data interpretation difficult due to the
range of confounding factors and the various
interactions among these. In addition, defining
the outcomes of the psychiatric consultation is
challenging: some authors emphasize symptoms
improvement, which itself can be assessed
subjectively by the patient or objectively by
medical staff or by mental health-trained
clinicians. Others focus on patient satisfaction,
consultee satisfaction, or administrative outcome
such as length of stay or reduction of health-care
cost. A systematic review of the studies assessing
the impact of a psychiatric consultation service
found that multiple programs had a positive

impact [52]. It is an interesting note that one of
the first studies to investigate the financial impact
of psychiatric consultation was performed on
orthopedic surgical units and showed that prompt
psychiatric consultation significantly reduced
postoperative length of hospital stay [53].
Administrators may be encouraged, too, that
psychiatric consultation can also increase hospital
payments when adjusted for length of stay in
bundled care settings [54].

Whether specific therapeutic interventions
mitigate the impact of psychiatric factors on
postsurgical outcomes is only beginning to be
studied. For example, a ten-session psychological
intervention based on cognitive behavioral
therapy found that surgical candidates for knee
osteoarthritis had improved mood, pain control,
and physical function 6 months after surgery
[55]. However, a recent systematic review found
no evidence that psychological treatments
improve mortality, risk of revascularization, rate
of repeated myocardial infarction, or rate of
cardiac mortality among coronary heart disease
patients [56].

Proactive psychiatric consultation services
have been reported to reduce length of stay on
inpatient medical units [51, 57], and timely
psychiatric evaluation has been associated with a
33% reduction in cost of constant observation
among general medical inpatients [58]. However,
to date such proactive models have not been stud-
ied among surgical services.

Conclusions and Future Directions

Several decades of collaboration between psychi-
atry consultants and surgical services suggest that
promptly addressing psychiatric conditions leads
to better clinical outcomes and facilitates overall
patient care for primary surgical teams. As life
expectancy increases and both surgical and psy-
chiatric treatments improve and become more
widely accessible, a growing number of patients
with psychiatric comorbidities will receive sur-
gical care, so the demand for psychiatric assess-
ment and management in the surgical setting is
expected to grow. General health concerns such
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as the opioid crisis will impact guidelines for
postsurgery follow-up, and as such, early identi-
fication and treatment of substance use disorders
in this setting will become essential. The chal-
lenges of optimizing the mental health of can-
didates before non-urgent, non-life-threatening,
non-curative surgeries such as cosmetics, gender
reassignment surgeries, or vascularized compos-
ite allografts (e.g., face transplant) will become
increasingly paramount, especially where qual-
ity of life—rather than survival—is the main
outcome measure. Prospective studies on spe-
cific psychiatric complications related to surgery
(such as persistent cognitive impairment) may
lead to valuable insights into mechanisms of cog-
nition and possible treatments. These are just a
few examples of possible directions of inquiry.
We hope this volume will provide a rich knowl-
edge base for those interested in advancing the
clinical and research interface between psychia-
try and surgery.
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Consenting to Surgery: Assessing
the Patient’s Capacity to Make
Decisions About Own Medical Care

Maya Prabhu

Introduction

Informed consent is an ethical and legal doctrine
at the heart of shared medical decision-making in
the USA. Informed consent requires that
physicians disclose potential interventions, their
risks and benefits, and any alternatives to the
proposed treatment so that patients are
empowered to make informed decisions about
their health. Whereas obtaining informed consent
is standard of care and codified in state and
federal laws and regulations, its successful
execution in clinical practice can be elusive. The
circumstances under which physicians must
discuss difficult therapeutic options with patients
are frequently fraught with layers of complexity.
The identification of the risks of greatest
relevance to the patient is determined both
objectively and subjectively. Even after a patient
gives consent, patients and their family may
report failing to retain or understand the
information they were provided [1].

This clinically oriented chapter will provide
an overview of some informed consent challenges
in surgical care, the role of the consultation
psychiatrist in assisting with capacity assessments
if necessary, and several select issues relating to
the informed consent process in the perioperative

M. Prabhu ()

Law and Psychiatry Division, Yale University School
of Medicine, New Haven, CT, USA

e-mail: maya.prabhu@yale.edu

© Springer Nature Switzerland AG 2019

setting with adult patients. Overall, obtaining
informed consent ought to be conceptualized not
as a single discussion or a signed legal consent
form but as an iterative process that yields a
mutual understanding between physician and
patient about the goals and expectations for care.

A Brief History of Informed Consent

From an ethical perspective, informed consent is
grounded in the principles of individual auton-
omy and the patient’s right to self-determination.
From a legal perspective, informed consent anal-
ysis has evolved from the tort of battery (the
intentional touching of a person in a harmful or
offensive manner without their consent) to claims
in negligence. Currently, US courts tend to char-
acterize claims as battery when they arise from
fact patterns where a physician performs proce-
dures without permission, whereas claims based
on the lack of disclosure may be considered
under malpractice or negligence theory.

The legal history of informed consent is of
particular importance to surgical practitioners
since significant early litigation arose from surgi-
cal cases. The landmark case that established the
principle of informed consent in US law occurred
in 1914, Mary E. Schloendorff v. The Society of
the New York Hospital; in that matter, the patient
was subject to surgical management of a fibroid
[2]. The patient, who had agreed to undergo
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anesthesia for examination, but refused surgery,
suffered a brachial plexus injury that led to the
amputation of fingers on one hand. The patient
argued that she had not consented to the proce-
dure and that she would not have been injured if
her wishes to avoid surgery had been followed.
The court concluded that the operation amounted
to “medical battery.” Justice Benjamin Cardozo
writes on behalf of the court: “Every human
being of adult years and sound mind has a right to
determine what shall be done with his own body;
and a surgeon who performs an operation without
his patient’s consent commits an assault for
which he is liable in damages. This is true except
in cases of emergency where the patient is uncon-
scious and where it is necessary to operate before
consent can be obtained” [2].

The importance of full disclosure was further
underscored in 1960 in the case of Natanson v.
Kline; in this scenario, the physician did not tell
the patient about the risk of burns from cobalt
radiation for breast cancer [3]. The court found
that if injury results from a known risk that is not
disclosed to the patient, the physician may be
liable. The case also came to be understood as
codifying the so-called professional standard in
which the information to be conveyed was left to
the discretion of the physician and community
practice rather than what a patient might wish to
know.

A third milestone case in 1972 further
expanded the scope of the physician’s communi-
cations to the patient and shifted the framework
to what a “reasonable patient” would want to
know. In Canterbury v. Spence, the patient who
had undergone a laminectomy became paralyzed
as a result of a postoperative fall. The court deter-
mined that the risk of possible paralysis should
have been disclosed. In an oft-quoted rationale by
Justice Robinson, “respect for the patient’s right of
self-determination on particular therapy demands
a standard set by law for physicians rather than
one which physicians may or may not impose
on themselves” [4]. At the current time, approxi-
mately half of the US state statutes endorse a
“reasonable patient” standard and the remain-
ing a “reasonable physician” standard [5, 6].
However the standards to which clinicians are

held are shaped not only by their state’s statu-
tory language but developing case law that may
introduce additional nuances. While larger medi-
cal institutions and clinics are likely to be kept
abreast of legal developments by their counsel
offices, smaller practice groups and solo practi-
tioners ought to be proactive by regularly review-
ing policies, procedures, and documentation
related to how informed consent is obtained.

Overview of the Informed Consent
Process

Imparting Relevant Information

Informed consent is defined by the Joint
Commission as “an agreement or permission
accompanied by full notice about the care,
treatment, or service that is the subject of the
consent. A patient must be apprised of the nature,
risks, and alternatives of a medical procedure or
treatment before the physician or other health
care professional begins any such course. After
receiving this information, the patient then either
consents to or refuses such a procedure or
treatment” [7]. A more succinct description
familiar to psychiatrists was put forth by
Appelbaum, “a process by which the treating
health care provider discloses appropriate
information to a competent patient so that the
patient may make a voluntary choice to accept or
refuse treatment” [8].

Informed consent can be construed therefore
as having the following elements:

1. Disclosure (the patient has been provided rel-
evant information)

2. Voluntariness (the decision is free of undue
influence or coercion)

3. Understanding (the patient can appreciate the
risks, benefits, and nature of the procedure)

4. Capacity (the patient has the ability to engage
in rational deliberation) [8, 9].

The first element, disclosure, is typically done
by the treating surgical team which has the best
understanding of the medical condition, treatment
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options, and familiarity with the patient [8].
Much of the academic literature on obtaining
informed consent in the perioperative setting
focuses on the content of the information which
patients ought to understand prior to agreeing to
treatment (see, e.g., Fedson et al. [10]). However,
no single standard protocol for informed consent
will suit all procedures and all patients. Numerous
regulatory agencies provide general guidelines
on the minimal information to be conveyed,
particularly on disclosure forms, including the
Joint Commission, Centers for Medicare and
Medicaid Services, and American Medical
Association [11, 12]. Physicians are encouraged
to refer to informed consent guidelines provided
by their subspecialty organizations (such as the
one by the American Academy of Ophthalmology
[13] or the website for the American College of
Surgeons recommended templates) for forms and
discussion which can be tailored to specific
surgical routines to help ensure compliance with
accreditation and regulatory requirements [14].

Discussions with patients about informed con-
sent often focus on the risk magnitude to guide
what patients might consider material or relevant
[15]. However, there is ample evidence that in
postoperative assessments of patients’ memory
of complications and risks, there were