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Todayôs Line-up:

ÁRosenstein: Setting the context

ÁScheidler: Setting us up for a rich discussion

ÁLevenson: Setting us straight

ÁBrendel: Whatever she wants to do, sheôs the President
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Does this patient, at this time, have a medical, neurological or 

psychiatric disorder that impairs his or her capacity to understand, 

appreciate, reason, and make a choice with respect to the details of a 

specific diagnostic or treatment intervention?

Clinical judgment

Capacity to Refuse Recommended Medical Care
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Does this patient, at this time, have a medical, neurological or 

psychiatric disorder that impairs his or her capacity to understand, 

appreciate, reason, and make a choice with respect to the details of a 

specific diagnostic or treatment intervention?

Clinical judgment

If not, AND they refuse, should we treat them over their objection?

Ethical judgment

Capacity to Refuse Recommended Medical Care
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Decision Making Capacity

Unable to make 

decisions

Fully 

capacitated
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Decision Making Capacity

Unable to make 

decisions

Fully 

capacitated

Able to assign a 

substitute 

decisionmaker

Appreciates the 

differences between 

clinical care and 

clinical research

Able to make 

medical decisions
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Framing the Discussion

1. Not talking addressing emergency medical and surgical care

2. Competent individuals can (in most cases) refuse recommended medical care

3. DMC is complex; fluid; and not binary (despite how we treat it)

4. DMC of surrogate decision makers is also imperfect

5. Someone must authorize treatment over objection

6. Different states have different laws with respect to ñmandated medical careò

7. Different hospitals have different policies with respect to ñforced treatmentò

8. Different local cultures (families; health care providers; etc)

9. Our colleagues have moral standing in these matters

10.Focus is on what guides our recommendations as consultants
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Goals

ÅReview state of the literature

ÅDiscuss a proposed framework for clinical decision-making 
ÅSpecific for Treatment over Objection (T/O)

ÅCase-based

ÅBuild clear treatment algorithm



Think / Pair / Share

Think of challenging consult 
experience that involved the 

consideration of T/O.

What were the challenges?

How did it effect the patient?  The 
primary Team?  The CL team?

Join Poll Everywhere: 

Download App: 
Username billscheidle164

Online: 
PollEv.com/billscheidle164





Å65 yo man h/o CAD s/p 4 vessel CABG, HTN, DMII, and MCI presents 
with RLE osteomyelitis 2/2 diabetic foot ulcer.  

ÅVascular surgery recommends amputation.

ÅPt refuses amputation.

Case Formulation: Amputation

ÅPrimary team consults CL psychiatry.



Amputation: Pt interview

ÅOn exam 

ÅUnable to complete complex attentional testing.

ÅUnable to articulate recommended treatment.

ÅUnable to identify risks/benefits of treatment or alternatives.

ÅConsultant decision: Patient lacks capacity to refuse amputation.











Yes, but is there more?

Å²Ŝ Ŏŀƴ ŀƴǎǿŜǊ ǘƘŜ ǇǊƛƳŀǊȅ Ŏƻƴǎǳƭǘ ǉǳŜǎǘƛƻƴ ƻŦ 5a/Σ .¦¢Χ

ÅThis is when the real challenge for teams begins.



State of the Literature

ÅAssessment of medical decision-making capacity (DMC) is a core 
competency of the CL psychiatrist.

ÅConsiderable clinical guidance and robust literature on how to conduct 
medical DMC assessment including:
ÅRelationship to legal competence.
ÅDetermination of surrogate decision-makers.
ÅData suggests variability in clinician agreement.

ÅLimited research / guidance on treatment recommendations after capacity 
assessment.





Question 1: Medical Urgency

ÅCan treatment be delayed?

Å²Ƙŀǘ ƛǎ ǘƘŜ άǘǊǳŜέ ƳŜŘƛŎŀƭ ǳǊƎŜƴŎȅΚ

ÅMedical judgement* made by consulting team.

ÅEmergencies are emergencies.



Question 1: Medical Urgency Ą Amputation

ÅNot all dead toes are alike.

ÅSeptic or Smelly?





Question 2: Restorability

ÅCan decision-making capacity be restored?

ÅIs incapacity fluid or static?

ÅCan we treat source of incapacity with alternative treatments?

ÅIncludes medical AND psychiatric treatment.

ÅDetermined by primary AND consulting teams.



Question 2: Restorability Ą Amputation

ÅCan we fix it?

ÅDemented or Delirious?





Question 3: Do we treat over objection?

ÅConsideration of 3 distinct features
Å3a: Anticipated benefit

Å3b: Level of cooperation required

Å3c: Time required for treatment/recovery

ÅDetermined by primary AND consulting teams with surrogate 
authorization



Question 3a: Benefit?

Å²Ƙŀǘ ƛǎ ǘƘŜ άǘǊǳŜέ ŀƴǘƛŎƛǇŀǘŜŘ ōŜƴŜŦƛǘΚ

ÅHow necessary is the treatment?

ÅAre there less invasive / more agreeable alternatives?

ÅAlignment of treatment with patient goals / prognosis?

ÅDetermined by primary team AND surrogates.



Question 3a: Benefit Ą Burn

ÅIs the juice worth the squeeze?

ÅCase: Pt with 65% TBSA Burn
ÅHyperactive delirium Ąminimally 

responsive to current treatment

ÅSignificant burn care needs

ÅYoung and robust?

ÅOld and Sick?

ÅSomewhere in the middle?





Question 3b: Cooperation?

ÅWhat level of cooperation is required?

ÅHow active does the patient need to be?

ÅHow essential is patient participation on treatment success?

ÅHow motivated is the patient to avoid treatment?

ÅCan the patient be safely sedated?

ÅDetermined by primary team, CL team, AND surrogates.



Question 3b: Cooperation ĄRadiation

ÅCan we do it practically?

ÅCase: 60 yo M h/o advanced esophageal adenocarcinoma.
ÅRecommendation for palliative radiation.

ÅFighter? 

ÅFeigner?

ÅFickle?





Question 3c: Time?

ÅHow much time is needed for treatment/recovery?

ÅIs time-limited treatment sufficient or will continued treatment be necessary?

ÅHow long is the recovery phase?

ÅOften difficult to assess at the outset.

ÅDetermined by primary team AND CL team.  

ÅInformed by surrogate.



Question 3c: Time ĄHemodialysis

ÅHow long can we keep this up?  

ÅCase: Uremic Encephalopathy requiring hemodialysis.

ÅShort-term?

ÅLong-term?

ÅMedium-term?






