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American Board of Medical Specialties – ABMS

Boards of Certification – 24

Approved Specialties – 38

Approved Subspecialties – 89

ONLY ONE WITH FOCUS ON THE PRACTICE OF CONSULTATION 
WITHIN THE SPECIALTY – CONSULTATION-LIAISON PSYCHIATRY



Why Psychiatric Consultation?
Most medical and surgical services provide consultation to primary care, 
Emergency Medicine, and inpatient medical services
However, virtually no discipline except Psychiatry has a subspecialty 
focused on providing consultation to other specialties
Why?

Minimal psychiatric training/experience in medical school/residencies
Psychiatry has traditionally removed itself from the ‘House of Medicine’, resulting 
in decreased exposure to psychiatric patients for many other providers
Discomfort with psychiatric symptoms and patients

Despite specialty expertise, far less than half of general hospitals have a 
dedicated psychiatric consultation service*

Typically provided by psychiatrist who cover inpatient psychiatric unit or 
outpatient psychiatrists in community with “hospital privileges”

*  Ellison et al, Mayo Clin Proc.  May 2022



Psychiatric Consultation Assessment:
Useful Considerations

Consult usually called to answer specific question; assessment should 
be focused on answering that question

Acute vs. chronic onset of symptoms

Greater attention to relevant medical history and ROS

Less focus on early developmental hx

Consider impact of medical/surgical illness and hospitalization, 
especially for patients with hx of PTSD, i.e., important to take a 
Trauma Informed Care approach to consultations



Consultation patient groups

In general, psychiatric consultants are evaluating patients 
in one of five (or a combination of) categories :

Psychiatric presentation of organic disease (secondary mania 
in hyperthyroidism) 

Psychiatric complications of organic disease (depressed mood 
with Keppra) 

Psychiatric reactions to organic disease (demoralization with 
CA illness) 

Somatic presentation of psychiatric disorders (PNES) 

Somatic Symptom disorders 
Lipowski ZJ; Psychosomatic Medicine
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Who am I?

Inform the patient of who you are

Identify any other staff (residents, students, social 
workers, etc) with you

Briefly describe your general role on the medical floor 
or ED, particularly your primary function as a 
consultant to their doctor
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Ask if they were told

Check with the patient to see if they were 
informed that consultation was requested

Only informed  50 % of time, compared to 80 % of 
other consultants*

Increased patient value for consult if informed*

*  Gitlin,  Worley.  Patient perceptions of consultation, 2007
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Why am I here?

After informing the patient of why you have 
come, ask the patient if they know why their 
doctors wanted a psychiatrist to see them

Helps get sense of patient’s understanding of the 
situation and the medical team’s concerns

Can allow the patient to initially set the agenda, 
which may diminish resistance

Ultimately, do give the patient your perception of 
why you were consulted to help them



What do you need?

End with asking patient what they believe they 
need

Emphasizes to patient that their needs and 
opinions are valued

Allows assessment of patient insight

Patient most likely to accept treatment that they 
feel will help them
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Do Something for the Patient

Being in the hospital is difficult at best

Patients often unable to maintain dignity

Do something the patient can appreciate
Get a blanket, glass of water, etc.

Help change to more comfortable position

Communicate info to nurse or attending

Can break ice with patient, especially if resistant 
to consultation
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Take A Seat

Sit down as soon as you can

Get to eye level with the patient; raise head of bed if 
necessary/possible

Neutralizes status differences

Helps diminish anger and agitation

Changes interview from interrogation to conversation

Decreases appearance of being hurried
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Tenets of Effective Consultation
• Know who you are serving; medical team, hospital system, patient

• Swift response

• No “bad consults”

• Discussion vs. Interrogation

• Who am I?

• Did they know?

• Why am I here?

• Do something for the patient 

• Sit down!

• Additional sources of information can be critical

• Communication is the key to effective consultation



Consultation Note
Be Concise

Likelihood of note being read by consultee is inversely related to 
length of note

Only use relevant information
Medical hx only as relates to consult

Relevant laboratories

Appropriate mental status exam

Only document what you would want your neighbor to see

Impression and Recommendation are most important 
sections



Barriers to effective consultation

Patients are often severely ill/debilitated, negatively 
impacting ability to obtain information from patient

Lack of privacy in hospital/ED rooms

Patient availability (tests/procedures/other providers)

Hard to duplicate office setting

Patient may not “want” to be evaluated
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Virtual Monitoring for Suicide Risk

Results: 39 patients on suicide 
precautions received virtual 
monitoring. There were n0 adverse 
events (95% confidence interval 
(CI)=0.000–0.090). 

Virtual monitoring was discontinued 
for behavioral reasons in 4/38 cases 
for which the reason for terminating 
was recorded (0.105, 95%CI=0.029–
0.248). 

Conclusions: Suicide risk can feasibly 
be monitored virtually in the general 
hospital or ED when their providers 
carefully select patients for low 
impulsivity risk.



WE USED A MOBILE DEVICE THAT SITS IN A PATIENT’S 
ROOM AND CONNECTS TO A CENTRAL OFFICE
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Suicide Assessment Documentation

Increasingly recognized area of general hospital risk

JCAHO requirement for assessment in all entry areas, e.g., ED

JCAHO recommendation for standardized tool

Standardized tools help with consistency





Columbia Suicide Severity Rating Scale – C-SSRS



Suicide Risk Assessment
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Delirium Management Guidelines
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Alcohol Withdrawal Management 
Guidelines



Opioid Withdrawal and Induction 
Guidelines
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Make Your Service Valuable
• Involvement with hospital committees

• Ethics
• Safety Committee
• P&T

• Identify areas of hospital need/expense
• Constant Observation

• Standardized guidelines
• Suicide Assessment
• Delirium Management
• Alcohol/Opioid Withdrawal

Models of Care
• Integrated Addictions services

Collaborative Care – Ambulatory Consultation Model



Treatment for Mental Health Disorders

Mental Health 
Disorders

43.8 million adults 
experience a mental 
illness in a given year

41% Any Care

36% Any 
Formal Care

22% 
Specialty 

Mental 
Health Care

12% 
Psychiatrist

Wang, P. S., Lane, M., Olfson, M., Pincus, H. A., Wells, K. B., & Kessler, R. C. (2005). Twelve-month use of mental health services in 
the United States: results from the National Comorbidity Survey Replication. Arch Gen Psychiatry, 62(6), 629-640. 

Any Mental Illness (AMI) Among Adults. (n.d.). Retrieved October 23, 2015, from 
http://www.nimh.nih.gov/health/statistics/prevalence/any-mental-illness-ami-among-us-adults.shtml.



Behavioral Health is a challenge for PCP practices

• Mental illness is commonly treated in primary care: 
• 43–60% of treatment for mental illness occurs in primary care 
• only 17–22% in specialty mental health settings

• PCP practices were less likely to have procedures for referrals, communication, 
and patient scheduling for responding to MH/SU services than for other 
medical subspecialties 
– (50% compared with 73% for cardiology and 69% for endocrinology). 

• Practices reported that lack of reimbursement, time, separation of MH and 
health systems, and sufficient knowledge were obstacles to providing care

NCQA, 2014



Why Not Just Refer? 
Patient Factors

Half of those referred do not follow 
through. 

Mean # of mental health visits = 2

Grembowski, Martin et al., 2002 
Simon, Ding et al., 2012 



Solution: Collaborative Care is an evidence-based 
solution that can increase access

Traditional Model

?

?

Collaborative Care Model

PCP

Care 
Manager

Patients

Psychiatrist 

(Part-Time)

PCP

Patients



Integrated Care offers a solution
• Improves access for patients

– Nearby primary care clinic

– More timely appointments

– Less stigmatizing

– Lower out-of-pocket costs

• Increases capacity of mental health providers
– Consultation

– Collaboration

– Leverages scarce mental health resources

• 2015 Milliman Report :  Effective integration has potential to 
save $50 billion in overall healthcare spending



Twice as Many People Improve

50 % or greater improvement in depression at 12 months

Participating Organizations 

Unützer et al., 2002, 2004
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Make Your Service Valuable
• Involvement with hospital committees

• Ethics
• Safety Committee
• P&T

• Identify areas of hospital need/expense
• Constant Observation

• Standardized guidelines
• Suicide Assessment
• Delirium Management
• Alcohol/Opioid Withdrawal

Models of Care
• Integrated Addictions services
• Collaborative Care

Proactive Psychiatric service



Proactive Psychiatric Consultation

Results
50 % med admissions had 
mental health needs

20 % needed psych consultant to 
facilitate care

Case review time was brief

Consult rate 2x control group

Mean LOS shorter in 
intervention group

ROI 4.2
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Proactive Critical Care Psychiatry – Brigham and Women’s Hospital

All patients admitted to MICU
(908)

Patients receiving 
ECMO

(8)

Non-MICU 
Boarders

(11)

Patients with 
subsequent ICU 

admissions
(55)

Patients not 
discharged from the 

hospital 
(8)

Study population

(826)

Medical ICU 3B (Intervention) Medical ICU 3C (Control)
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Proactive Critical Care Psychiatry – Pilot at Brigham and Women’s Hospital
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Impact of Embedded Consultation on 
Patient Care by Psychiatric Diagnosis, as 

Described by ICU Staff
delirium

depression

anxiety

substance

abuse/withdrawal

ROI 29.4
Cost savings ~ $2-4 mil over 8 months
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