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[bookmark: _Toc235221566]Vignette 17. Developmental Disorder

Psychiatric consultation is requested regarding capacity to consent for surgery for a 45-year-old male with intellectual and developmental disability. The patient was brought to the emergency room from a group home with a three-day history of nausea, vomiting, and abdominal pain. Initial evaluation in the Emergency Room (ER) revealed a small bowel obstruction, which required nasogastric tube insertion and intravenous fluids. 

Admission and treatment were discussed with the group home staff member who brought the patient to the hospital as the patient was in distress and unable to pay attention to what the ER physician was explaining about his diagnosis and treatment plan. The staff member informed the physician that the patient did not have family who could be readily reached. While in the hospital, the patient failed to respond to conservative therapy and was thought to need surgery for the obstruction.

Competency Areas: Patient Care, Medical Knowledge, Systems-Based Practice
1.	If you felt that the patient lacked capacity to consent to surgery, how would you proceed with identifying a substitute decision maker? If no clear substitute decision maker could be identified, how would you proceed? Is court-appointed guardianship a reasonable option?

1.1.	Although the group home staff member had mentioned in the ER that the patient’s family was not readily reachable, they might be the most appropriate choices as proxy decision makers.
1.2.	The patient and group home should be asked more details about family contact information and whether a legal guardian exists. The group home should also be asked about the patient’s expressed wishes regarding medical treatments, past responses/behaviors when ill, and any other data that might shed light on what this patient would want done in various situations.
1.3.	If unable to locate an appropriate family member, other person, or legal guardian, the hospital legal department should be contacted.
1.4.	Court-appointed guardianship is generally too slow to assist this patient, so alternatives that are appropriate, depending on state laws, should be sought (e.g., institutional administrator, treatment review panel).
1.5.	If the surgery is emergently indicated and taking time to sort out who should be the surrogate decision maker risks serious harm to the patient, then the surgery may proceed without obtaining consent.

						Score
Essential:	First through third items	_____
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____



Continuation of Vignette

The patient successfully undergoes surgery and is felt to be recovering well post-operatively. However, on post-op day two, he begins to become agitated, hitting his head against the wall, pulling out his IV, and refusing to cooperate with nursing care. He is given two doses of Haldol 10 mg IM then placed in physical restraints when he remains agitated.


Competency Areas: Systems-Based Practice
2.	What are the clinical, administrative, and legal differences between physical restraints used for medical purposes compared to those used for psychiatric purposes? For what reasons are physical restraints used in the medical setting? For what reasons are they used for psychiatric purposes?

2.1.	The Joint Commission (JC, formerly known as JCAHO) and the Centers for Medicare and Medicaid Services (CMS) have developed guidelines for use of physical restraints in medical settings. In medical settings, restraints may be used to prevent interference with treatment, and restraints are frequently used for this purpose, especially in ICU settings.
2.2.	In medical settings, physical restraints may be used when a patient is at risk for injury or interference with medical treatment necessary to promote medical healing. Examples include preventing a patient from pulling out lines, tubes, or drains.
2.3.	In general, the decision about whether to use physical restraints should be determined by what is required to provide necessary medical treatment; the rationale for using restraints should be documented in the medical record. 
2.4.	Compared to physical restraints in medical settings, the use of restraints in psychiatric settings is more limited and many psychiatric facilities have adopted no-restraint policies.
2.5.	Behavioral restraints represent an emergency measure reserved for situations where other less-restrictive alternatives have failed to prevent imminent harm to the patient or to others due to the patient’s symptoms (i.e., severely aggressive, violent, self-destructive behaviors) of mental illness. 

						Score
Essential:	Second and fourth item		_____
Unacceptable:	1–2/5				_____
Pass:		3–4/5				_____
Exceptional:	5/5				_____

Summary of Fellow’s Performance
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