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STATEMENT OF INTENT

The APA Practice Guidelines are not intended to be construed or to serve as a standard of med-
ical care. Standards of medical care are determined on the basis of all clinical data available for
an individual patient and are subject to change as scientific knowledge and technology advance
and practice patterns evolve. These parameters of practice should be considered guidelines only.
Adherence to them will not ensure a successful outcome for every individual, nor should they
be interpreted as including all proper methods of care or excluding other acceptable methods
of care aimed at the same results. The ultimate judgment regarding a particular clinical proce-
dure or treatment plan must be made by the psychiatrist in light of the clinical data presented
by the patient and the diagnostic and treatment options available.

This practice guideline has been developed by psychiatrists who are in active clinical prac-
tice. In addition, some contributors are primarily involved in research or other academic en-
deavors. It is possible that through such activities some contributors, including work group
members and reviewers, have received income related to treatments discussed in this guideline.
A number of mechanisms are in place to minimize the potential for producing biased recom-
mendations due to conflicts of interest. Work group members are selected on the basis of their
expertise and integrity. Any work group member or reviewer who has a potential conflict of
interest that may bias (or appear to bias) his or her work is asked to disclose this to the Steering
Committee on Practice Guidelines and the work group. Iterative guideline drafts are reviewed
by the Steering Committee, other experts, allied organizations, APA members, and the APA
Assembly and Board of Trustees; substantial revisions address or integrate the comments of
these multiple reviewers. The development of the APA practice guidelines is not financially
supported by any commercial organization. 

More detail about mechanisms in place to minimize bias is provided in a document available
from the APA Department of Quality Improvement and Psychiatric Services, “APA Guideline
Development Process.”

This practice guideline was approved in December 2005 and published in May 2006.
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DEVELOPMENT PROCESS

This practice guideline was developed under the auspices of the Steering Committee on Prac-
tice Guidelines. The development process is detailed in a document available from the APA
Department of Quality Improvement and Psychiatric Services, the “APA Guideline Develop-
ment Process.” Key features of this process include the following:

• A comprehensive literature review
• Development of evidence tables
• Initial drafting of the guideline by a work group that included psychiatrists with clinical

and research expertise in psychiatric evaluation
• Production of multiple revised drafts with widespread review (14 organizations and

64 individuals submitted significant comments)
• Approval by the APA Assembly and Board of Trustees
• Planned revisions at regular intervals

Relevant literature was identified through a computerized search of MEDLINE, using
PubMed, for the period from 1994 to 2005. The search strategy (psychiatric assessment OR
psychiatric assessments OR psychiatric emergencies OR psychiatric emergency OR psychiatric
evaluation OR psychiatric evaluations OR psychiatric histories OR psychiatric history OR
psychiatric interview OR psychiatric interviewing OR psychiatric interviews OR psychological
assessment OR psychological assessments OR psychological evaluation OR psychological in-
terview OR mental status examination OR mental status examinations OR psychiatric rating)
OR (mental disorders/diagnosis AND [laboratory findings OR laboratory techniques OR lab-
oratory test OR laboratory tests OR radiograph OR radiographic OR radiography OR x ray
OR imaging OR MRI OR tomography OR physical exam OR physical examination OR in-
terview OR interviewing OR history taking OR evaluation OR assessment]) yielded 19,429
references, of which 7,894 were published between 1994 and 2005 in English and had associ-
ated abstracts. An additional search on history taking AND (psychiatric OR sexual OR occu-
pational OR social OR psychosocial) yielded 1,927 references, with 731 of these published
with abstracts in English between the years 1994 and 2005.

Additional, more limited searches were conducted by APA staff and individual members of
the Work Group on Psychiatric Evaluation to address discrete issues outside of the primary
guideline topic.

This document represents a synthesis of current scientific knowledge and rational clinical
practice on the psychiatric evaluation of adults. It strives to be as free as possible of bias toward
any theoretical approach.
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INTRODUCTION

Psychiatric evaluations vary according to their purpose. This guideline is intended primarily for
general, emergency, and consultation evaluations for clinical purposes. It is applicable to eval-
uations conducted by a psychiatrist with adult patients (age 18 or older), although sections may
be applicable to younger patients. Other types of psychiatric evaluations (including forensic, child
custody, and disability evaluations) are not the focus of this guideline; however, the general rec-
ommendations of this guideline may be applicable to other, more specialized evaluations.

The guideline presumes familiarity with basic principles of psychiatric diagnosis and treat-
ment planning as outlined in standard, contemporary psychiatric textbooks (1–6) and taught
in psychiatry residency training programs. It was developed following a review of contemporary
references, and it emphasizes areas of consensus in the field.

Recommendations of this guideline are intended to be consistent with the care model en-
dorsed in the Institute of Medicine report Crossing the Quality Chasm (7). This report notes that
with advancements in medical science, the emphasis of health care delivery must shift to ongo-
ing management of chronic conditions. The initial psychiatric evaluation may set the stage for
such ongoing care by establishing initial treatment goals, gathering relevant baseline data, estab-
lishing a plan for systematic follow-up assessment using formal but practical and relevant mea-
sures, and ensuring longitudinal follow-up.

While there is broad agreement that each element of the extensive general evaluation de-
scribed in this guideline may be relevant or even crucial in a particular patient, the specific em-
phasis of an evaluation will vary according to its purpose and the patient’s presenting problem.
Consideration of the domains outlined in this guideline is part of a general psychiatric evalua-
tion, but the content, process, and documentation must be determined by applying the pro-
fessional skill and judgment of the psychiatrist. The performance of a particular set of clinical
procedures does not ensure the adequacy of a psychiatric evaluation, nor does their omission
imply that the evaluation is deficient. The particular emphasis or modifications applied by the
psychiatrist to the generic evaluation offered in this guideline should be consonant with the
aims of the evaluation, the setting of practice, the patient’s presenting problem, and the ever-
evolving knowledge base concerning clinical assessment and clinical inference. Although doc-
umentation is an integral part of an evaluation, it is important to emphasize that the scope and
detail of clinically appropriate documentation also will vary with the patient, setting, clinical sit-
uation, and confidentiality issues. Because of the wide variation in these factors, this guideline
does not include recommendations regarding the content or frequency of documentation.
Such determinations must be based on the specific circumstances of the evaluation.

To share feedback on this or other published APA practice guidelines, a form is available at
http://www.psych.org/psych_pract/pg/reviewform.cfm.
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I. PURPOSE OF EVALUATION

The purpose and conduct of a psychiatric evaluation depend on who requests the evaluation, why
it is requested, and the expected future role of the psychiatrist in the patient’s care. The outcome
of the evaluation may or may not lead to a specific psychiatric diagnosis. Three types of clinical
psychiatric evaluations are discussed: 1) general psychiatric evaluation, 2) emergency evaluation,
and 3) clinical consultation. In addition, general principles to guide the conduct of evaluations
for administrative or legal purposes are reviewed. At times there may be a conflict between the
need to establish an effective working relationship with the patient and the need to obtain com-
prehensive information efficiently. If the psychiatrist expects to provide care directly to the patient,
the establishment of an effective working relationship with the patient may take precedence
over the comprehensiveness of the initial interview or interviews (8). In such a case, emphasis
may be placed on obtaining information needed for immediate clinical recommendations and
decisions (9).

� A. GENERAL PSYCHIATRIC EVALUATION
A general psychiatric evaluation has as its central component an interview with the patient. The
interview-based data are integrated with information that may be obtained through other com-
ponents of the evaluation, such as a review of medical records, a physical examination, diag-
nostic tests, and history from collateral sources. A general evaluation usually is time intensive.
The amount of time necessary generally depends on the complexity of the problem and the
patient’s ability and willingness to work cooperatively with the psychiatrist. Language compe-
tence needs to be assessed early in the evaluation so that the need for an interpreter can be de-
termined. Several meetings with the patient, and in many cases appropriate family or relational
network members, may be necessary. More focused evaluations of lesser scope may be appro-
priate when the psychiatrist is called on to address a specific, limited diagnostic or therapeutic
issue.

The aims of a general psychiatric evaluation are 1) to establish whether a mental disorder or
other condition requiring the attention of a psychiatrist is present; 2) to collect data sufficient
to support differential diagnosis and a comprehensive clinical formulation; 3) to collaborate
with the patient to develop an initial treatment plan that will foster treatment adherence, with
particular consideration of any immediate interventions that may be needed to address the safety
of the patient and others—or, if the evaluation is a reassessment of a patient in long-term
treatment, to revise the plan of treatment in accordance with new perspectives gained from the
evaluation; and 4) to identify longer-term issues (e.g., premorbid personality) that need to be
considered in follow-up care.

In the course of any evaluation, it may be necessary to obtain history from other individuals
(e.g., family or others with whom the patient resides; individuals referring the patient for
assessment, including other clinicians). Although the default position is to maintain confi-
dentiality unless the patient gives consent to a specific intervention or communication, the psy-
chiatrist is justified in attenuating confidentiality to the extent needed to address the safety of
the patient and others (10, 11). In addition, the psychiatrist can elicit and listen to information
provided by friends or family without disclosing information about the patient to the infor-
mant.

More detailed recommendations for performing a general psychiatric evaluation are provided
in Section III.
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� B. EMERGENCY EVALUATION
The emergency psychiatric evaluation generally occurs in response to thoughts, feelings, or urges
to act that are intolerable to the patient, or to behavior that prompts urgent action by others, such
as violent or self-injurious behavior, threats of harm to self or others, failure to care for oneself,
bizarre or confused behavior, or intense expressions of distress. The aims and specific approaches
to the emergency evaluation have been reviewed elsewhere in detail (11–15) and include the
following:

1. Assess and enhance the safety of the patient and others.
2. Establish a provisional diagnosis (or diagnoses) of the mental disorder(s) most likely to

be responsible for the current emergency, including identification of any general medical
condition(s) or substance use that is causing or contributing to the patient’s mental
condition.

3. Identify family or other involved persons who can give information that will help the
psychiatrist determine the accuracy of reported history, particularly if the patient is cogni-
tively impaired, agitated, or psychotic and has difficulty communicating a history of events.
If the patient is to be discharged back to family members or other caretaking persons,
their ability to care for the patient and their understanding of the patient’s needs must
be addressed.

4. Identify any current treatment providers who can give information relevant to the evaluation.
5. Identify social, environmental, and cultural factors relevant to immediate treatment

decisions.
6. Determine whether the patient is able and willing to form an alliance that will support

further assessment and treatment, what precautions are needed if there is a substantial
risk of harm to self or others, and whether involuntary treatment is necessary.

7. Develop a specific plan for follow-up, including immediate treatment and disposition;
determine whether the patient requires treatment in a hospital or other supervised setting
and what follow-up will be required if the patient is not placed in a supervised setting.

The emergency evaluation varies greatly in length and may on occasion exceed several
hours. Patients who will be discharged to the community after an emergency evaluation may
require more extensive evaluation in the emergency setting than those who will be hospitalized.
For example, patients who have presented with intoxication or who have received medications
in the emergency department may require additional observation to verify their stability for
discharge. In other individuals with significant symptoms but without apparent acute risk to
self or others, additional time may be needed to obtain more detailed input from family, other
involved caretaking persons, and treatment providers; to verify that the proposed plan of fol-
low-up is viable; and to communicate with follow-up caregivers about interventions or recom-
mendations resulting from the emergency assessment.

When patients are agitated, psychotic, or uncooperative with assessment, and when their clinical
presentation appears to differ from the stated factors prompting assessment, it may be especially im-
portant to obtain history from other individuals (e.g., family members, other professionals, police),
keeping in mind principles of confidentiality, as described in Section I.A above and in Section V.A.

Patients presenting for emergency psychiatric evaluation have a high prevalence of com-
bined general medical and psychiatric illness, recent trauma, substance use and substance-
related conditions, and cognitive impairment (16–27). These diagnostic possibilities deserve
careful consideration. General medical and psychiatric evaluations should be coordinated so
that additional medical evaluation can be requested or initiated by the psychiatrist on the basis
of diagnostic or therapeutic considerations arising from the psychiatric history and interview.
Although issues of confidentiality are sometimes raised, in an emergency situation necessary in-
formation about the patient can be communicated with the emergency medicine department
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staff. In many emergency settings, patients initially are examined by a nonpsychiatric physician
to exclude acute general medical problems. Such examinations usually are limited in scope and
rarely are definitive (18, 19, 28–30). Furthermore, psychiatrists and emergency physicians some-
times have different viewpoints on the utility of laboratory screening for substance use or med-
ical disorders in psychiatric emergency department patients (31, 32). Therefore, on the basis of
clinical judgment and the specific circumstances of the evaluation, the psychiatrist may need
to request or initiate further general medical evaluation to address diagnostic concerns that
emerge from the psychiatric evaluation (12, 16, 18–27, 33–35).

� C. CLINICAL CONSULTATION
Clinical consultations are evaluations requested by other physicians or health care professionals,
patients, families, or others for the purpose of assisting in the diagnosis, treatment, or manage-
ment of an individual with a suspected mental disorder or behavioral problem. These evalua-
tions may be comprehensive or may be focused on a relatively narrow question, such as the
preferred medication for treatment of a known mental disorder in a patient with a particular
general medical condition. Psychiatric evaluations for consultative purposes use the same data
sources as general evaluations. Consideration is given to information from the referring source
on the specific problem leading to the consultation, the referring source’s aims for the consul-
tation, information that the psychiatrist may be able to obtain regarding the patient’s relation-
ship with the primary clinician, and the resources and constraints of those currently treating
the patient. Also, in the case of a consultation regarding a mental or behavioral problem in a
patient with a general medical illness, information about that illness, its treatment, and its prog-
nosis is relevant. The patient should be informed that the purpose of the consultation is to ad-
vise the party who requested it. Permission to report findings to others, including family, needs
to be clarified with the patient and other concerned parties before the evaluation begins.

The aim of the consultative psychiatric evaluation is to provide clear and specific answers to
the questions posed by the party requesting the consultation (36, 37). For example, the psychi-
atrist may be asked to determine the patient’s capacity to give consent for treatment decisions.
On other occasions, the psychiatrist may be asked to assess a particular sign, symptom, or syn-
drome; provide a diagnosis; and recommend evaluation, treatment, or disposition at a level of spec-
ificity appropriate to the needs of the treating clinician.

In the course of the evaluation, the consultant may also identify a diagnostic or therapeutic
issue that was not raised in the request for consultation but that is of concern to the patient or
of relevance to treatment outcome. For example, treatment adherence may be affected by per-
sonality and countertransference issues that compromise the patient’s therapeutic alliance with
the referring clinician. If any conflicts between the patient and the primary clinician do emerge
as an issue, positive resolution of them should be encouraged in a manner that respects the pa-
tient’s relationship with the primary clinician.

If agreed to by the patient, discussion of findings and recommendations with the family or
involved persons can assist with appropriate follow-up and adherence with recommendations.

� D. OTHER CONSULTATIONS
Other psychiatric consultations are directed toward the resolution of specific legal, administra-
tive, or other nonclinical questions. While the details of these evaluations, such as forensic eval-
uations, child custody evaluations, and disability evaluations, are beyond the scope of this
guideline, several general principles apply. First, the evaluee usually is not the psychiatrist’s pa-
tient, and there are limits to confidentiality implicit in the aims of the evaluation; accordingly,
the aims of the evaluation and the scope of disclosure should be addressed with the evaluee at
the start of the interview (38, 39). Second, questions about the evaluee’s legal status and legal
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representation should be resolved before the assessment begins, if possible. Third, many such
consultations rely heavily, or even entirely, on documentary evidence or data from collateral
sources. The quality and potential biases of such data should be taken into account.

The aims of these psychiatric consultations are 1) to answer the requester’s question to the
extent possible with the data obtainable and 2) to make a psychiatric diagnosis if it is relevant
to the question.

II. SITE OF THE CLINICAL EVALUATION

� A. INPATIENT SETTINGS
The scope, pace, and depth of inpatient evaluation depend on the patient population served by
the inpatient service, the goals of the hospitalization, and the role of the inpatient unit within
the overall system of mental health services available to the patient (40, 41).

In addition to providing a highly structured and contained setting in which patient safety can
be monitored and optimized, the inpatient setting permits intensive and continuous observation
of signs and symptoms while the patient is being treated for psychiatric and general medical
conditions through the collaborative efforts of the multidisciplinary treatment team (see also Sec-
tion IV.A.5). Particularly for individuals with complex psychiatric presentations or multiple co-
occurring disorders, the enhanced level of observation in the inpatient environment may facilitate
assessment of co-occurring general medical conditions or evaluation for procedures such as elec-
troconvulsive therapy, may aid in resolving diagnostic dilemmas, and may help in determining a
patient’s ability to function safely and independently in a less restrictive setting (41, 42).

Inpatient settings provide enhanced opportunity to corroborate clinical judgment and deci-
sion making, including discharge planning, through access to information from multiple sources.
These include the multidisciplinary treatment team, family, friends, and individuals involved
in the care of the patient outside the hospital, as well as prior hospitalization records.

From the outset, the inpatient evaluation should include assessment of the patient’s access
to appropriate treatment following hospitalization. The patient’s living arrangements should
also be assessed to determine whether they will continue to be suitable after discharge. If the
posthospitalization disposition is not apparent, the evaluation should identify both patient fac-
tors and community resources that would be relevant to a viable disposition plan and should
identify the problems that could impede a suitable disposition. Family involvement, when ap-
propriate, can also be initiated, and goals for inpatient family work can be identified.

� B. OUTPATIENT SETTINGS
Outpatient settings differ widely, from office-based practices to community mental health cen-
ters to intensive outpatient or partial hospital programs, among others. Nevertheless, evalua-
tion in the outpatient setting usually differs in intensity from inpatient evaluation because of
less frequent interviews and less immediate availability of laboratory services and consultants from
other medical specialties. Also, the psychiatrist in the outpatient setting has substantially less
opportunity to directly observe the patient’s behavior and to implement protective interventions
when necessary. For this reason, during the period of evaluation it is important for the psychia-
trist to reassess whether the patient requires hospitalization or more intensive outpatient care
(e.g., greater visit frequency, intensive outpatient or partial hospital programs, programs of as-
sertive community treatment). Unresolved questions about the patient’s general medical status
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may also require more rapid assessment in a more structured setting. If the patient’s presentation
is atypical (e.g., with respect to symptoms, symptom severity, or age at onset), a more thorough
medical workup may be required or coordinated with the patient’s primary care physician. Pa-
tients who do not have a primary care physician may need assistance in obtaining appropriate
referrals. A decision to change the setting for evaluation will depend on the patient’s current
mental status and behavior as well as the patient’s history of psychiatric symptoms and treat-
ment, the status of co-occurring general medical conditions or substance use, and the availability
of diagnostic resources, therapeutic resources, and sociocultural supports.

Advantages of the outpatient setting include greater patient autonomy and the potential for
a more longitudinal perspective on the patient’s symptoms. However, the lack of continuous
direct observation of behavior limits the obtainable data on how the patient’s behavior appears
to others. Consequently, extended evaluation of the patient in the context of psychoeducational
or time-limited groups can complement and augment observations from one-to-one interviews.
With the patient’s permission, involvement of family or significant others as collateral sources
in the evaluation process also deserves consideration. It is also useful to be aware that family
and significant others may not be supportive of the patient or of psychiatric treatment. If the
patient states that family systems issues, especially marital or partner issues, are a problem, an
evaluation session with the partner can provide valuable information and clarify the systems
issues. When substance use is suspected, obtaining data from other involved persons (e.g., fam-
ily, close friends, staff ), determining blood alcohol levels, or screening for substances of abuse
may be especially important.

� C. GENERAL MEDICAL SETTINGS
Evaluations are also conducted in hospital emergency departments (see Section I.B) and gen-
eral medical (i.e., nonpsychiatric) settings, such as inpatient units. The latter allow for some
direct behavioral observation by staff and for some safeguards against self-injurious or other vi-
olent behavior by patients. However, the level of behavioral observation and potential interven-
tion against risky behavior in these settings tends to be less than on psychiatric inpatient units.
In addition, psychiatric interviews on general medical-surgical units are often compromised by
interruptions and lack of privacy. These problems sometimes can be mitigated by using a space
on the unit where the patient and the psychiatrist can meet privately.

Developing an ongoing relationship with staff on medical inpatient units will increase the like-
lihood of obtaining accurate behavioral data as well as of ensuring that staff implement recom-
mendations. If there is prominent hostility or anxiety in interactions between the patient and
hospital staff, the evaluating physician must consider interfacing with others in the hospital sys-
tem to determine its contributors.

If the patient has an unclear sensorium or other cognitive impairments, it is critical to in-
terview people in the patient’s relational network to see if these symptoms were present before
hospitalization or have developed since treatment was begun. In interviewing family members,
it is very useful to discuss their beliefs about the patient’s illness and prior treatment, the pa-
tient’s record of adherence to medication treatment, and concerns about discharge planning. If
family members do not perceive themselves as allies in treatment, the patient’s treatment is like-
ly to be compromised once he or she leaves the hospital (43).

Documentation of psychiatric evaluations in general medical charts should be sensitive to
the standards of confidentiality of the nonpsychiatric medical sector and the possibility that
charts may be read by persons who are not well informed about psychiatric issues. Information
written in general medical charts should be confined to that necessary for the general medical
team and should be conveyed with a level of detail and specificity that will be most helpful to
the overall management of the patient. It is also important that documentation be of sufficient
detail to establish a diagnosis and treatment plan.
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� D. OTHER SETTINGS
Evaluations conducted in other settings, such as residential treatment facilities, home care ser-
vices, nursing homes, long-term care facilities, schools, and prisons, are affected by a number of
factors: 1) the level of behavioral observations available and the quality of those observations,
2) the availability of privacy for conducting interviews, 3) the availability of general medical eval-
uations and diagnostic tests, 4) resources to conduct the evaluation safely, and 5) the degree of
likelihood that information written in facility records will be understood and kept confidential.

In light of these factors, it is necessary to consider whether a particular setting permits an
evaluation of adequate speed, safety, accuracy, and confidentiality to meet the needs of the pa-
tient. Factors of the setting that compromise the evaluation merit documentation.

III. DOMAINS OF THE CLINICAL EVALUATION

General psychiatric evaluations involve a systematic consideration of the broad domains de-
scribed in this guideline and vary in scope and intensity. Table 1 summarizes the domains. The
intensity with which each domain is assessed depends on the purpose of the evaluation and the
clinical situation. An evaluation of lesser scope may be appropriate when its purpose is to answer
a circumscribed question. Such an evaluation may involve a particularly intense assessment of one
or more domains especially relevant to the reason for the evaluation.

Across all domains, evaluations are generally based on three sources of information: 1) obser-
vation and interview of the patient; 2) information from others (e.g., family, significant others,
case managers, other clinicians [including the patient’s primary care physician]) that corrobo-
rates, refutes, or elaborates on the patient’s report; and 3) medical records. An awareness of how
people report current symptoms and events is important to the clinical assessment process. In
considering the information obtained, the patient’s current mental state is relevant. Mistakes
in comprehension, recall, and expression may also lead to erroneous reporting of information
(44).

� A. REASON FOR THE EVALUATION
The purpose of the evaluation influences the focus of the examination and the form of documen-
tation. The reason for the evaluation usually includes (but may not be limited to) the chief com-
plaint of the patient. It should be elicited in sufficient detail, including the patient’s words, to
permit an understanding of the duration of the complaint and the patient’s specific goals for the
evaluation. If the symptoms are of long standing, the reason for seeking treatment at this specific
time is relevant; if the evaluation was occasioned by a hospitalization, the reason for the hospital-
ization is also relevant. If the patient did not initiate the evaluation, the reason another individual
or entity may have requested or required it should be noted. The opinions of other parties, in-
cluding family, can also assist in establishing a reason for evaluation. Under some circumstances
(e.g., with psychotic or uncommunicative patients), input from others may be crucial.

� B. HISTORY OF THE PRESENT ILLNESS
The history of the present problem or illness is a chronologically organized history of recent
exacerbations or remissions and current symptoms or syndromes. These may involve descrip-
tions of worries, changes in mood, suspicions, preoccupations, delusions, or hallucinatory ex-



Psychiatric Evaluation of Adults 15

TABLE 1. Domains of the Clinical Evaluation

Domain Questions to Consider

Reason for the evaluation What is the patient’s chief complaint and its duration?

What reason does the patient give for seeking evaluation at this 
specific time?

What reasons are given by other involved parties (e.g., family, other 
health professionals) for seeking evaluation at this specific time?

History of the present illness What symptoms is the patient experiencing (e.g., worries; preoccupa-
tions; changes in mood; suspicions; delusions or hallucinatory experi-
ences; recent changes in sleep, appetite, libido, concentration, 
memory, or behavior, including suicidal or aggressive behaviors)?

What is the severity of the patient’s symptoms?

Over what time course have these symptoms developed or fluctuated?

Are associated features of specific psychiatric syndromes 
(i.e., pertinent positive or negative factors) present or 
absent during the present illness?

What factors does the patient believe are precipitating, aggravating, or 
otherwise modifying the illness or are temporally related to its 
course?

Did the patient receive prior treatment for this episode 
of illness?

Are other clinicians who care for the patient available to comment?

Past psychiatric history What is the chronology of past episodes of mental illness, regardless of 
whether such episodes were diagnosed or treated?

What are the patient’s previous sources of treatment, and what 
diagnoses were given?

With respect to somatic therapies (e.g., medications, electroconvulsive 
therapy), what were the dose or treatment parameters, efficacy, side 
effects, treatment duration, and adherence?

With respect to psychotherapy, what were the type, frequency, 
duration, adherence, and patient’s perception of the therapeutic 
alliance and helpfulness of the psychotherapy?

Is there a history of psychiatric hospitalization?

Is there a history of suicide attempts or aggressive behaviors?

Are past medical records available to consult?

History of alcohol and 
other substance use

What licit and illicit substances have been used, in what quantity, how 
frequently, and with what pattern and route of use?

What functional, social, occupational, or legal consequences or self-
perceived benefits of use have occurred?

Has tolerance or withdrawal symptoms been noted?

Has substance use been associated with psychiatric symptoms?

Are family members available who could provide corroborating 
information about the patient’s substance use and its 
consequences?
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General medical history What general medical illnesses are known, including hospitalizations, 
procedures, treatments, and medications?

Are undiagnosed illnesses causing major distress or functional 
impairment?

Does the patient engage in high-risk behaviors that would predispose 
him or her to a medical illness?

Is the patient taking any prescribed or over-the-counter medications, 
herbal products, supplements, and/or vitamins?

Has the patient experienced allergic reactions to or severe adverse 
effects of medications?

Developmental, psychosocial, 
and sociocultural history

What have been the most important events in the patient’s life, and 
what were the patient’s responses to them?

What is the patient’s history of formal education?

What are the patient’s cultural, religious, and spiritual beliefs, and how 
have these developed or changed over time?

Is there a history of parental loss or divorce; physical, emotional, or 
sexual abuse; or exposure to other traumatic experiences?

What strategies for coping has the patient used successfully during 
times of stress or adversity?

During childhood or adolescence, did the patient have risk factors for 
any mental disorders?

What has been the patient’s capacity to maintain interpersonal 
relationships, and what is the patient’s history of marital and other 
significant relationships?

What is the patient’s sexual history, including sexual orientation, 
beliefs, and practices?

Does the patient have children?

What past or current psychosocial stressors have affected the patient 
(including primary support group, social environment, education, 
occupation, housing, economic status, and access to health care)?

What is the patient’s capacity for self-care?

What are the patient’s sociocultural supports (e.g., family, friends, 
work, and religious and other community groups)?

What are the patient’s own interests, preferences, and values with 
respect to health care?

Occupational and 
military history

What is the patient’s occupation, and what jobs has the 
patient held? 

What is the quality of the patient’s work relationships?

What work skills and strengths does the patient have?

Is the patient unable to work due to disability?

Regarding military service, what was the patient’s status (volunteer, 
recruit, or draftee), did the patient experience combat, and did the 
patient suffer injury or trauma?

Is the patient preparing for or adjusting to retirement?

TABLE 1. Domains of the Clinical Evaluation (continued)

Domain Questions to Consider



Psychiatric Evaluation of Adults 17

Legal history Does the patient have any past or current involvement with the legal 
system (e.g., warrants, arrests, detentions, convictions, probation, 
parole)?

Do past or current legal problems relate to aggressive behaviors or 
substance intoxication?

Has the patient had other significant interactions with the court 
system (e.g., family court, workers’ compensation dispute, civil 
litigation, court-ordered psychiatric treatment)?

Is past or current legal involvement a significant social stressor for the 
patient?

Family history What information is available about general medical and psychiatric 
illnesses, including substance use disorders, in close relatives?

Is there a family history of suicide or violent behavior?

Are heritable illnesses present in family members that relate to the 
patient’s presenting symptoms?

Review of systems Is the patient having difficulty with sleep, appetite, eating patterns, or 
other vegetative symptoms, or with pain, neurological symptoms, 
or other systemic symptoms?

Does the patient have symptoms that suggest an undiagnosed medical 
illness that may be causing or contributing to psychiatric 
symptoms?

Is the patient experiencing side effects from medications or other 
treatments?

Physical examination What is the appropriate timing, scope, and intensity of the exam for 
this patient, and who is the most appropriate examiner?

Upon examination, are there abnormalities in the patient’s general 
appearance, vital signs, neurological status, skin, or organ systems?

Is more detailed physical examination necessary to assess the patient 
for specific diseases?

Mental status examination What symptoms and signs of a mental disorder is the patient currently 
exhibiting?

What are the patient’s general appearance and behavior?

What are the characteristics of the patient’s speech?

What are the patient’s mood and affect, including the stability, range, 
congruence, and appropriateness of affect?

Are the patient’s thought processes coherent?

Are there recurrent or persistent themes in the patient’s thought 
processes?

Are there any abnormalities of the patient’s thought content 
(e.g., delusions, ideas of reference, overvalued ideas, 
ruminations, obsessions, compulsions, phobias)?

Is the patient having thoughts, plans, or intentions of harming self 
or others?

Is the patient experiencing perceptual disturbances (e.g., 
hallucinations, illusions, derealization, depersonalization)?

TABLE 1. Domains of the Clinical Evaluation (continued)

Domain Questions to Consider
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periences as well as recent changes in sleep, appetite, libido, concentration, memory, or behavior,
including suicidal or aggressive behaviors. Information gathered on the pertinent positive and
pertinent negative features of the history of present illness will vary with the patient’s presenting
symptoms or syndrome. Temporal features relating to the onset or exacerbation of symptoms
may also be relevant (e.g., onset after use of exogenous hormones, herbal products, or licit or
illicit substances; variation in symptoms with the menstrual cycle; postpartum onset). Also per-
tinent are factors that the patient and other informants believe to be precipitating, aggravating,
or otherwise modifying the illness. Available details of previous treatments and the patient’s re-
sponse to those treatments will be delineated as part of the history of present illness. If the pa-
tient was or is in treatment with another clinician, the effects of that relationship on the current
illness, including transference and countertransference issues, are considered. Input from mem-
bers of a clinical team who care for the patient can be very helpful (Section IV.A.6). For patients
seen on medical-surgical units, it is important to consider the history of both the present med-
ical-surgical illness and the present psychiatric illness (45).

Mental status examination 
(continued)

What are the patient’s sensorium and level of cognitive function 
(e.g., orientation, attention, concentration, registration, 
short- and long-term memory, fund of knowledge, level 
of intelligence, drawing, abstract reasoning, language, and 
executive functions)?

What are the patient’s level of insight, judgment, and capacity for 
abstract reasoning?

What is the patient’s motivation to change his or her health risk 
behaviors?

Functional assessment What are the patient’s functional strengths, and what is the disease 
severity?

To what degree can the patient perform physical activities of daily 
living (e.g., eating, toileting, transferring, bathing, dressing)?

To what degree can the patient perform instrumental activities of daily 
living (e.g., driving, using public transportation, taking 
medications as prescribed, shopping, managing finances, keeping 
house, communicating by mail or telephone, caring for 
dependents)?

Would a formal assessment of functioning be useful (e.g., to 
document deficits or aid continued monitoring)?

Diagnostic tests What diagnostic tests are necessary to establish or exclude a diagnosis, 
aid in the choice of treatment, or monitor treatment effects or side 
effects?

Information derived from 
the interview process

Are symptoms minimized or exaggerated by the patient or others?
Does the patient appear to provide accurate information?

Do particular questions evoke hesitation or signs of discomfort?

Is the patient able to communicate about emotional issues?

How does the patient respond to the psychiatrist’s comments and 
behaviors?

TABLE 1. Domains of the Clinical Evaluation (continued)

Domain Questions to Consider
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� C. PAST PSYCHIATRIC HISTORY
The past psychiatric history includes a chronological summary of all past episodes of mental
illness, including substance use disorders, and treatment. The summary includes prior hospital-
izations; suicide attempts, aborted suicide attempts, or other self-destructive behavior; psychiatric
syndromes not formally diagnosed at the time; previously established diagnoses; treatments of-
fered; and responses to and satisfaction with treatment. With respect to psychotherapy, it is im-
portant to ascertain the type (e.g., psychodynamic, cognitive, behavioral, supportive), format
(e.g., group, individual, couple), frequency, duration, patient’s perception of the alliance, and
adherence. With respect to medications, the dose, efficacy, side effects, treatment duration, and
adherence are important to ascertain while understanding that reporting errors are more likely
to occur when treatment involved more than one medication (46). With respect to other so-
matic therapies such as electroconvulsive therapy, information on the number of treatment
sessions, treatment course duration, technical parameters, efficacy, and side effects is similarly
useful to obtain. When past medical records are available and readily accessible, it is important
that they be consulted for ancillary information.

The chronological summary also delineates the most recent periods of stability as well as epi-
sodes when the patient was functionally impaired or seriously distressed by mental or behavioral
symptoms, even if no formal treatment occurred. Such episodes frequently can be identified by
asking the patient about the past use of psychotropic medications prescribed by other clinicians
and otherwise unexplained episodes of social or occupational disability.

� D. HISTORY OF SUBSTANCE USE
The psychoactive substance use history includes past and present use of both licit and illicit
psychoactive substances, including but not limited to alcohol, caffeine, nicotine, marijuana,
cocaine, opiates, sedative-hypnotic agents, stimulants, solvents, MDMA (methylenedioxy-
methamphetamine), androgenic steroids, and hallucinogens (47). Relevant information in-
cludes the quantity and frequency of use and route of administration; the pattern of use (e.g.,
episodic versus continual, solitary versus social); functional, interpersonal, or legal consequences
of use; tolerance and withdrawal phenomena; any temporal association between substance use
and other present psychiatric illnesses; and any self-perceived benefits of use. It is also impor-
tant to inquire about prior treatments for substance use disorders as well as about periods of
abstinence, including their duration, recentness, and factors that aided in sobriety or contributed
to relapse. Obtaining an accurate substance use history often involves a gradual, nonconfronta-
tional approach to inquiry that involves asking multiple questions to seek the same information in
different ways and using slang terms for drugs, patterns of use, and drug effects. Patients are
particularly likely to underestimate their level of substance abuse and their related functional
impairments; corroboration by other family members is useful when possible. It is also helpful
to inquire about patterns of substance use by others within the family or living constellation.
For more extensive discussion of the assessment of substance use, abuse, and dependence, the
reader is referred to the Center for Substance Abuse Treatment’s Assessment and Treatment of
Patients With Coexisting Mental Illness and Alcohol and Other Drug Abuse (48) and APA’s Practice
Guideline for the Treatment of Patients With Substance Use Disorders (49).

� E. GENERAL MEDICAL HISTORY
The general medical history includes available information on known general medical illnesses
(e.g., hospitalizations, procedures, treatments, and medications), allergies or drug sensitivities,
and undiagnosed health problems that have caused the patient major distress or functional im-
pairment. This includes history of any episodes of important physical injury or trauma; sexual
and reproductive history; and any history of endocrinological, infectious (including but not
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limited to HIV, tuberculosis, and hepatitis C) (50), neurological disorders, sleep disorders (in-
cluding sleep apnea), and conditions causing pain and discomfort. Of particular importance is a
specific history regarding diseases and symptoms of diseases that have a high prevalence among
individuals with the patient’s demographic characteristics and background—for example, in-
fectious diseases in users of intravenous drugs or pulmonary and cardiovascular disease in peo-
ple who smoke. Information regarding all current and recent medications, including hormones
(e.g., birth control pills, androgens), over-the-counter medications, herbal supplements, vitamins,
complementary and alternative medical treatments, and medication side effects, is part of the
general medical history. With all aspects of the general medical history, obtaining corroborating
information (e.g., from medical records, treating clinicians, family) can be helpful, since ordi-
nary errors in comprehension, recall, and expression can lead to errors in patient reports (51).

� F. DEVELOPMENTAL, PSYCHOSOCIAL, AND SOCIOCULTURAL HISTORY
The personal history reviews the stages of the patient’s life, with special attention to perinatal
events, delays in physical or psychological development, formal educational history, academic
performance, and patterns of response to normal life transitions and major life events, includ-
ing parental loss or divorce; physical, emotional, or sexual abuse; and other trauma such as ex-
posure to political repression, war, or a natural disaster (52–55). The childhood and adolescent
history of risk factors for later psychiatric disorders (Table 2) may also be relevant. History of
adaptive skills and strengths to overcome challenges is also relevant.

The patient’s capacity to maintain stable and gratifying interpersonal relationships should
be noted, including the patient’s capacities for attachment, trust, and intimacy. A sexual history
is obtained and includes consideration of sexual orientation and practices, past sexual experi-
ences (including unwanted experiences), and cultural beliefs about sex (54). The psychosocial
history also determines the patient’s past and present levels of interpersonal functioning in fam-
ily and social roles (e.g., marriage, parenting) (56–58). This includes a delineation of the patient’s
history of marital and other significant relationships. For patients with children (including bi-
ological, foster, adopted, or stepchildren), the psychosocial history will include information
about these individuals and their relationship to the patient.

As part of the psychosocial history, past or current stressors are assessed and include the cat-
egories on axis IV of DSM-IV-TR: primary support group, social environment (e.g., discrim-
ination and acculturation), education, occupation, housing, economic status, and access to
health care. Specific information obtained in evaluating psychosocial stressors may include details
about patients’ living arrangements, access to transportation, sources of income, insurance or
prescription coverage, and past or current involvement with social agencies. Assessment of the
patient’s self-care functioning may also include consideration of exercise behavior and money
management skills, including gambling behavior.

The sociocultural history delineates the patient’s migration history and past and current so-
ciocultural context of supports and stressors as well as other important cultural and religious
influences on the patient’s life (59). Emphasis is given to relationships, both familial and non-
familial, and to religion and spirituality that may give meaning and purpose to the patient’s life
and provide support, as described in the DSM-IV-TR Outline for Cultural Formulation (de-
scribed in more detail in Section IV.B.1.a).

Patients present for a psychiatric evaluation with their own interests, preferences, and value
systems pertaining to health care practice, and these are another important part of the socio-
cultural history. They may involve cultural factors and explanatory models of illness that affect
attitudes, expectations, and preferences for professional and popular treatments, as described
in the DSM-IV-TR Outline for Cultural Formulation and the 2004 Core Competencies of the
American Board of Psychiatry and Neurology (60). Also important to the assessment and treat-
ment process are other domains such as existential, moral, and interpersonal values and social
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influences such as school, church, work, and community or other agencies. Attending to these
factors plays a crucial role in developing a therapeutic alliance, negotiating a treatment plan,
determining the outcome criteria for successful treatment, and enhancing treatment adherence.
Belief systems may also influence the handling of privacy and confidentiality during the evalu-
ation as well as influence the type and amount of information disclosed as part of any informed
consent process. In addition, patients’ value systems are relevant to clinical considerations at
important life transitions (e.g., job and career transitions, marital transitions, genetic counsel-
ing before or during pregnancy, end-of-life planning).

� G. OCCUPATIONAL AND MILITARY HISTORY
The occupational history describes the sequence and duration of jobs held by the patient, rea-
sons for job changes, and the patient’s current or most recent employment, including quality
of work relationships and whether current or recent jobs have involved shift work, a noxious
or perilous environment, exposure to hazardous materials, unusual physical or psychological
stress, or injury or exposure to trauma while in the military or hazardous occupations (e.g., fire
and rescue, law enforcement). Work skills and strengths are noted, as well as the quality of the
patient’s relationships with co-workers and work supervisors. Past or current experience with
the workers’ compensation system and patterns of recovery or disability following episodes of
illness are also determined (61–64). When appropriate, a history of preparation for and adjust-
ment to retirement is included.

Relevant data about military experience include volunteer, recruited, or draftee status; reasons
for rejection at time of enlistment (if relevant); combat exposure (if any); awards; disciplinary ac-
tions; and discharge status.

� H. LEGAL HISTORY
The legal history includes a description of past or current involvement with the legal system
(65). This may include interactions with the police without formal arrest as well as involvement
with the juvenile or criminal justice system (e.g., arrests, detentions including jail or prison
confinement). Individuals may be on probation or parole or may have pending court appear-
ances or active warrants for arrest that will influence treatment planning. A history of legal

TABLE 2. Questions About Childhood Developmental History for Which Affirmative Answers May Indicate 
Increased Risk for Psychiatric Illness

Did the patient lose a parent at an early age?

Was there unusual or excessive separation anxiety during childhood or adolescence?

Were there significant problems with sleep?

Were there eating disturbances?

Were there problems making or keeping friends?

Was severe shyness a problem, including when interacting in peer groups?

Were there problems with being bullied or bullying?

Were there frequent disciplinary problems in school?

Were there serious difficulties with temper?

Were there many school absences for medical problems or any other problems?

Were there any delays in learning to read, write, or do math?

Were there serious problems paying attention, finishing school work, or 
completing homework?

Did the above problems lead to grade retention or special education intervention?
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problems relating to aggressive behaviors or occurring in the context of substance intoxication
is similarly relevant. Other past or current interactions with the court system (e.g., family court,
workers’ compensation, civil litigation, court-ordered psychiatric treatment) may serve as sig-
nificant stressors for the patient and are also important to address (55, 66).

� I. FAMILY HISTORY
The family history includes available information about the patient’s family constellation and
the strength of relationships with family members. Information obtained about close family
members, including parents and, if applicable, siblings, spouse, and children, will include general
information (e.g., current age or age at time of death, position in sibship, occupation), quality of
relationship to the patient, and health status. General medical and psychiatric illness in close
relatives is noted, including disorders that may be familial or may strongly affect the family en-
vironment. A history of adoption or foster care or disruptions in the family environment be-
cause of divorce, remarriage, prolonged absences of family members (e.g., occupational
absences, hospitalization, incarceration), or deaths may be useful to elicit. Family history infor-
mation will also consist of any history of psychiatric hospitalizations, illness, or significant
symptoms, including suicide and attempted suicide in first- and second-degree relatives. More
specific questions are important to ask depending on the patient’s clinical presentation, given
the heritability of psychosis; mood disorders; anxiety disorders; cognitive disorders; learning
disabilities; developmental disabilities, including autism, hyperactivity, or attention deficit dis-
order; substance use disorders; and antisocial behavior. For family members who have experi-
enced psychiatric symptoms, it is helpful to learn the treatment received and their response to
treatment. It is also important to determine first- and second-degree relatives’ history of med-
ical disorders (67), particularly those with relevance to psychiatric illness and treatment, such
as cardiac, neurological, and endocrine disorders. If family health problems are current, this
may contribute psychological or financial stresses for the patient.

Construction of a formal pedigree or genogram is often helpful in delineating family rela-
tionships and identifying a family history of illness. The web sites of the American Medical
Association (68), the American Society of Human Genetics (69), and the March of Dimes (70)
provide additional details on the drawing of pedigrees.

� J. REVIEW OF SYSTEMS
The review of systems includes current symptoms not already identified in the history of the
present illness. If not already addressed in the history of present illness, sleep, appetite, eating
patterns, vegetative symptoms of mood disorder, pain and discomfort, systemic symptoms such
as fever and fatigue, and neurological symptoms are also relevant. In addition, common symp-
toms of diseases for which the patient is known to be at particular risk because of historical,
genetic, environmental, or demographic factors are an important part of the review of systems.
Special attention should be given to typical side effects observed with prescribed or over-the-
counter medications and other treatments, including complementary or alternative therapies,
that the patient is receiving.

� K. PHYSICAL EXAMINATION
Evaluation of the patient’s general medical status necessitates that a physical examination be per-
formed. Although the process of the physical examination is described more fully in Section
IV.A.5, specific elements assessed as part of the physical examination may include the following:
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1. General appearance, height, weight, body mass index (BMI), and nutritional status
2. Vital signs
3. Head and neck, heart, lungs, abdomen, and extremities
4. Neurological status, including cranial nerves, motor and sensory function, gait, coordi-

nation, muscle tone, reflexes, and involuntary movements
5. Skin, with special attention to any stigmata of trauma, self-injury, or drug use
6. Any body area or organ system that is specifically mentioned in the history of the present

illness or review of systems or that is relevant to determining the current status of problems
mentioned in the past medical history

Additional items may be added to the examination to address specific diagnostic concerns or
to screen a member of a clinical population at risk for a specific disease. For example, an indi-
vidual with mental retardation might be assessed for the physical characteristics of a recognized
syndrome.

� L. MENTAL STATUS EXAMINATION
The purpose of the mental status examination is to obtain evidence of symptoms and signs of
mental disorders, including dangerousness to self and others, that are present at the time of the
interview. Further, evidence is obtained regarding the patient’s insight, judgment, and capacity
for abstract reasoning to inform decisions about treatment strategy and the choice of an appro-
priate treatment setting. Thus, the mental status examination is a systematic collection of data
based on observation of the patient’s behavior while the patient is in the psychiatrist’s view dur-
ing, before, and after the interview. During the mental status examination, the patient might
also mention past symptoms and signs, but these should be recorded under the history of the
present illness.

Responses to specific questions are an important part of the mental status examination (71,
72), particularly in the assessment of cognition. Consequently, in recording the findings of the
mental status examination, it is useful to include examples that illustrate the clinical observa-
tions. For example, it would be preferable to note that the patient exhibited poor judgment in
precipitously attempting to remove his intravenous line rather than simply describing the pa-
tient’s judgment as impaired.

Although its precise organization may vary, the mental status examination typically contains
the following elements:

1. Appearance and general behavior. In describing the patient’s appearance, factors such as
approximate age, body habitus, dress, grooming, hygiene, and distinguishing features
(e.g., scars, tattoos) may be noted. The patient’s general behavior, level of distress, degree
of eye contact, and attitude toward the interviewer are also considered.

2. Motor activity. The patient’s level of psychomotor activity is noted, as is the presence of
any gait abnormalities or purposeless, repetitive, or unusual postures or movements (e.g.,
tremors, dyskinesias, akathisia, mannerisms, tics, stereotypies, catatonic posturing, echo-
praxia, apparent responses to hallucinations).

3. Speech. Characteristics of the patient’s speech are described and may include consider-
ation of rate, rhythm, volume, amount, accent, inflection, fluency, and articulation.

4. Mood and affect. The patient’s expressions of mood and affect are noted. Although the
use and definitions of the terms mood and affect vary, mood is typically viewed as referring
to the patient’s internal, subjective, and more sustained emotional state, whereas affect
relates to the patient’s externally observable and more changeable emotional state (71,
73). Affect is often described in terms of its range, intensity, stability, appropriateness,
and congruence with the topic being discussed in the interview.
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5. Thought processes. Features of the patient’s associations and flow of ideas are described,
such as vagueness, incoherence, circumstantiality, tangentiality, neologisms, perseveration,
flight of ideas, loose or idiosyncratic associations, and self-contradictory statements.

6. Thought content. The patient’s current thought content is assessed by noting the
patient’s spontaneously expressed worries, concerns, thoughts, and impulses, as well as
through specific questioning about commonly observed symptoms of specific mental
disorders. These symptoms include delusions (e.g., erotomania or delusions of persecu-
tion, passivity, grandeur, infidelity, infestation, poverty, somatic illness, guilt, worthless-
ness, thought insertion, thought withdrawal, or thought broadcasting), ideas of reference,
overvalued ideas, ruminations, obsessions, compulsions, and phobias. Assessment of
suicidal, homicidal, aggressive, or self-injurious thoughts, feelings, or impulses is essential
for determining the patient’s level of risk to self or others as part of the clinical formulation.
If such features are present, details are elicited regarding their intensity and specificity,
when they occur, and what prevents the patient from acting on them (11, 74–79).

7. Perceptual disturbances. Hallucinations (i.e., a perception in the absence of a stimulus)
and illusions (i.e., an erroneous perception in the presence of a stimulus) may occur in
any sensory modality (e.g., auditory, visual, tactile, olfactory, gustatory). Other perceptual
disturbances that patients may experience include depersonalization and derealization.

8. Sensorium and cognition. Systematic assessment of cognitive functions is an essential
part of the general psychiatric evaluation, although the level of detail necessary and the
appropriateness of particular formal tests will depend on the purpose of the evaluation
and the psychiatrist’s clinical judgment. Evaluation of the patient’s sensorium includes a
description of the level of consciousness and its stability. Elements of the patient’s
cognitive status that may be assessed include orientation (e.g., person, place, time,
situation), attention and concentration, and memory (e.g., registration, short-term, long-
term). Arithmetic calculations may be used to assess concentration or knowledge; other
aspects of the patient’s fund of knowledge may also be assessed as appropriate to
sociocultural and educational background. Additional aspects of the cognitive examina-
tion may include assessment of level of intelligence, language functions (e.g., naming,
comprehension, repetition, reading, writing), drawing (e.g., copying a figure or drawing
a clock face), abstract reasoning (e.g., explaining similarities or interpreting proverbs),
and executive functions (e.g., list making, inhibiting impulsive answers, resisting distrac-
tion, recognizing contradictions).

9. Insight. The patient’s insight into his or her current situation is typically assessed by
inquiring about the patient’s awareness of any problems and their implications. Patients
may or may not recognize that psychosis or other symptoms may reflect an underlying
illness or that their behavior affects their relationships with other individuals. They also
may or may not recognize the potential benefits of treatment.

Another element of insight involves the patient’s motivation to change his or her
health risk behaviors. Such motivation often fluctuates over time from denial and resistance
to ambivalence to commitment, a sequence that has been referred to as “stages of change”
(80–82). The stages, which are not necessarily discrete, have been labeled precontempla-
tion (denial, minimization); contemplation (musing or thinking about doing something);
preparation (actually getting ready to do something); action (implementing concrete
actions to deal with the problem); and maintenance (acting to ensure that the changes are
maintained) (83). Patients who are not quite ready to change may vacillate about modifying
their behaviors before actually committing to change and acting on it. Assessing stages of
change as part of the evaluative process leads to stage-appropriate educational and thera-
peutic interventions that attempt to help patients move to more adaptive stages in a
patient-centered manner (84–86).
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10. Judgment. The quality of the patient’s judgment has sometimes been assessed by asking
for the patient’s responses to hypothetical situations (e.g., smelling smoke in a theater).
However, in assessing judgment, it is generally more helpful to learn about the patient’s
responses and decision making in terms of his or her own self-care, interactions, and other
aspects of his or her recent or current situation and behavior. If poor judgment is present,
a more detailed explication of the patient’s decision-making processes may help differen-
tiate the potential causes of this impairment.

IV. EVALUATION PROCESS

� A. METHODS OF OBTAINING INFORMATION

1. Patient interview
The psychiatrist’s primary assessment tool is the direct face-to-face interview of the patient.
Evaluations based solely on review of records and interviews of persons close to the patient are
inherently limited by a lack of the patient’s perspective. Furthermore, the clinical interview pro-
vides the psychiatrist with a sample of the patient’s interpersonal behavior and emotional pro-
cesses. It can either support or qualify diagnostic inferences from the history and can also aid
in prognosis and treatment planning. Important information can be derived by observing the
patient’s general style of relating, the ways in which the patient minimizes or exaggerates certain
aspects of his or her history, and whether particular questions appear to evoke hesitation or
signs of discomfort. Additional observations concern the patient’s ability to communicate
about emotional issues, the defense mechanisms the patient uses when discussing emotionally
important topics, and the patient’s responses to the psychiatrist’s comments and to other behavior,
such as the psychiatrist’s handling of interruptions or time limits.

The interview should be done in a manner that facilitates the patient’s telling of his or her
story, while simultaneously obtaining the necessary information. Time constraints need to be
considered and adequate time allowed for the interview. High-priority tasks include an assess-
ment of the patient’s safety and the identification of signs, symptoms, or disorders requiring ur-
gent treatment.

Opening with a discussion of the purpose of the interview offers the patient an understand-
ing of the process. Empirical studies of the interview process suggest that the most comprehen-
sive and accurate information emerges from a combination of 1) open-ended questioning with
empathic listening and 2) structured inquiry about specific events and symptoms (87–92). When
the purpose is a general evaluation, beginning with open-ended, empathic inquiry about the
patient’s concerns usually is best. Attention to the patient’s most pressing concerns, whenever pos-
sible, will improve the therapeutic alliance and is likely to facilitate increased patient coop-
eration; other inquiries may be more limited initially in the service of the alliance. Patient
satisfaction with open-ended inquiry is greatest when the psychiatrist provides feedback to the
patient at multiple points during the interview. Structured, systematic questioning has been
shown to be especially helpful in eliciting information about substance use and traumatic life
events and in ascertaining the presence or absence of specific symptoms and signs of particular
mental disorders (93–102) (Section IV.A.3).

Throughout the interview, useful clinical information is obtained by being sensitive to is-
sues of development, culture, race, ethnicity, primary language, health literacy, disabilities, gen-
der, sexual orientation, familial/genetic patterns, religious and spiritual beliefs, social class, and
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physical and social environment influencing the patient’s symptoms and behavior. Respectful
evaluation involves an empathic, nonjudgmental attitude and appropriate responses concern-
ing the patient’s cultural identity, his or her own explanation of illness and treatment pathways,
sociocultural stressors and supports, and modes of interpersonal communication, both verbal
and nonverbal. An awareness of one’s possible biases or prejudices about patients from different
subcultures and an understanding of the limitations of one’s knowledge and skills in working
with such patients may help one determine when it is advisable to consult with a clinician who
has expertise concerning a particular subculture (103–105).

a) Use of interpreters in the interview
When available, professionally trained interpreters with mental health experience should be
used for encounters involving patients with limited English proficiency and those who are deaf
or have severely limited hearing and who prefer to communicate using sign language (106, 107).
Bilingual and bicultural staff may also be helpful (108). With cooperative patients, over-the-
phone language interpretation services can be used when other professionally trained interpret-
ers are unavailable, although establishing rapport with the patient may be more difficult. Fam-
ily members, community members, or friends should not be used unless the patient refuses to
use the professional interpreter or under emergency circumstances, in which case this should
be noted in the patient record. The interpreter should be instructed to translate the patient’s
own words and to avoid paraphrasing except as needed to translate the correct meaning of idioms
and other culture-specific expressions (109–111).

b) Interviews with agitated or aggressive individuals
When evaluating individuals who are agitated or aggressive, the psychiatrist needs to give con-
sideration to the patient interview as well as to his or her own safety (13, 77, 112–116). Estab-
lishing the presence of backup personnel and choosing an appropriate space in which to
conduct the interview are useful preparations before meeting with an agitated or aggressive pa-
tient. Because such individuals may become more agitated if they feel trapped within a small
room or are too closely positioned to the interviewer, a distance of several arms’ length from
the patient, with both psychiatrist and patient having access to the door, is generally optimal.
A safe office environment should not contain potentially dangerous objects (e.g., decorative
items), and the clinician should avoid clothing that can be used against him or her (e.g., neck-
ties, scarves, prominent dangling earrings). Depending on the configuration of the office or in-
terview room and its proximity to other staff, a mechanism for summoning assistance (e.g., a
panic button) may also be indicated.

During the interview, a nonconfrontational and straightforward approach is often most ef-
fective. Attending to the patient’s comfort, using reflective or active listening techniques, and
showing respect for the patient’s feelings and stated concerns may aid in establishing rapport.
The key to calming an aggressive patient is affect management. Patients who are affectively aroused
will need to ventilate their feelings, and the clinician should allow the patient to tell his or her
own story. Logical or rational responses to an affectively flooded individual may further inflame
the patient. Affect management involves acknowledging the patient’s affect, validating the af-
fect when appropriate, and encouraging the patient to talk about his or her feelings (116).

In some circumstances, it may be appropriate to set limits (e.g., noting that aggressive be-
havior cannot be permitted) while simultaneously emphasizing the need to attend to the safety
of the patient and others. Throughout the interview, the clinician needs to be alert for signs
that the patient’s agitation is escalating (e.g., increased body movements or pacing, clenched
fists, verbal threats, or increasing verbal volume); such signs may indicate a need to adjust the
interview style or timing. At times, it will be best to postpone in-depth history taking or dis-
cussion of distressing topics that are not germane to the patient’s current presentation.
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In some instances, administration of psychotropic medications or judicious use of seclusion
or restraint may be necessary to enhance the safety of the patient and others (114) or to permit
essential physical examination, laboratory studies, or other diagnostic assessment. Reliance on
such measures should be justified by the urgency of obtaining the diagnostic information and
should be in compliance with applicable laws and regulations. The psychiatrist should consider
how any special circumstances of the interview or examination may influence clinical findings.
When the patient is able to cooperate, parts of the examination that cannot be completed or
that are significantly influenced by the use of medication, seclusion, or restraint should be re-
peated if possible.

Guidelines for reducing the use of seclusion and restraint while at the same time maintain-
ing the safety of patients and staff are available in a report developed by the APA with the Amer-
ican Psychiatric Nurses Association and the National Association of Psychiatric Health Systems
(117). Recommendations of the report include assessing for anger management problems,
identifying risk factors (e.g., pregnancy, asthma, head or spinal injury) before using restraint,
identifying triggers, involving patients in treatment planning, asking patients about past expe-
riences of seclusion and restraint, involving family, and documenting interventions attempted
before using seclusion or restraint.

2. Use of collateral sources
Family members, other important people in the patient’s life, and records of prior medical and
psychiatric treatment are frequently useful sources of information. Collateral information is
particularly important when patients have impaired insight, including when patients have sub-
stance use disorders or cognitive impairment, and is essential for treatment planning when pa-
tients require a high level of assistance or supervision because of impaired function or unstable
behavior. Family members and others who know the patient well may provide important in-
formation about the patient’s personality before the onset of illness, since the patient’s own ac-
count may be unduly influenced by his or her mental state. Collateral sources of information
may also provide essential information about the illness course (Section III.C), the current
symptoms and behavior (Section III.B), and the reasons for the evaluation (Section III.A). The
extent of the collateral interviews and the extent of prior record review should be commensurate
with the purpose of the evaluation, the complexity of the clinical presentation, and the diagnostic
and therapeutic goals. For example, in an acute inpatient or emergency setting, collateral infor-
mation may be crucial to developing an understanding of the patient’s clinical condition,
whereas in long-term outpatient psychotherapy the impact on the treatment process of obtain-
ing collateral information from family or others needs to be considered. Except when immediate
safety concerns are paramount, the confidentiality of the patient should be respected. At the same
time, it is permissible for the psychiatrist to listen to information provided by family members
and other important people in the patient’s life, as long as confidential information is not pro-
vided to the informant (Sections I.A, I.B, II.C, and V.A).

3. Use of structured interviews and rating scales, including functional assessments
Structured interviews, standardized data forms, questionnaires, and rating scales can be useful
tools for diagnostic assessment and evaluation of treatment outcome. Table 3, while not all-
inclusive, lists many of the common structured instruments in use (see also the CD-ROM from
APA’s Handbook of Psychiatric Measures [118]). Such structured instruments may be used as
components for establishing a diagnosis, measuring social or occupational function, or moni-
toring changes in symptom severity or side effects over time during treatment.

Although most commonly used in psychiatric research, rating scales may also help psychia-
trists structure a thorough line of questioning. In addition, self-report scales may be valuable
in opening communication with patients about their symptoms, feelings, or experiences. At the
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same time, these tools vary considerably as to their reliability and validity. Potential cultural,
ethnic, gender, social, and age biases are relevant to the selection of standardized interviews and
rating scales and the interpretation of their results (119–125). Furthermore, clinical impres-
sions of treatment response should consider the relative importance of specific symptoms to the
patient’s function and well-being and the relative impact of specific symptoms on the patient’s
social environment. Consequently, rating scales should never be used alone to establish a diag-
nosis or clinical treatment plan; they can augment but not supplant the clinician’s evaluation,
narrative, and clinical judgment (11, 126–129).

For persons with chronic diseases, and particularly those with multiple comorbid conditions,
structured assessment of physical and instrumental function may be useful in assessing strengths
and disease severity (130). Functional assessments include assessment of physical activities of
daily living (e.g., eating, using the toilet, transferring, bathing, and dressing) and instrumental
activities of daily living (e.g., driving or using public transportation, taking medication as pre-
scribed, shopping, managing one’s own money, keeping house, communicating by mail or tele-
phone, and caring for a child or other dependent) (131, 132). Impairments in these activities
can be due to physical or cognitive impairment or to the disruption of purposeful activity by
the symptoms of mental illness.

Formal assessment of physical and instrumental activities of daily living may be appropriate
for patients who are disabled by old age or by chronic mental illness or general medical condi-
tions. Such assessments facilitate the delineation of the combined effects of multiple illnesses
and chronic conditions on patient’s lives, and such assessments provide a severity measure that
is congruent with patients’ and families’ experience of disability. In addition, functional assess-
ment facilitates the monitoring of treatment by assessing important beneficial and adverse ef-
fects of treatment.

4. Use of diagnostic tests, including psychological and neuropsychological tests
Laboratory tests are included in a psychiatric evaluation when they are necessary to establish or
exclude a diagnosis, to aid in the choice of treatment, or to monitor treatment effects or side
effects (16, 133–144). When laboratory tests are obtained, relevant test results are documented
in the evaluation, with their importance for diagnosis and treatment indicated in the clinical
formulation or treatment plan.

Diagnostic tests used during a psychiatric evaluation include those that do the following:

1. Detect or rule out the presence of a disorder or condition that has treatment consequences.
Examples include urine screens for substance use disorders, neuropsychological tests to
ascertain the presence of a learning disability, and brain imaging tests to ascertain the
presence of a structural neurological abnormality.

2. Determine the relative safety and appropriate dose of potential alternative treatments. For
example, tests of hematological, thyroid, renal, and cardiac function in a patient with bipolar
disorder may be needed to help the clinician choose among available mood-stabilizing
medications (145), or evaluation of cardiac or pulmonary function may be important in
determining a patient’s medical status prior to electroconvulsive therapy (146).

3. Provide baseline measurements before instituting treatment, with subsequent measure-
ments used to assess for effects of treatment. For example, baseline and follow-up electro-
cardiograms may be required to identify effects of antipsychotic or tricyclic antidepressant
medications on cardiac conduction, whereas baseline and follow-up glucose levels and lipid
panels may be required to identify effects of second-generation antipsychotic agents.

4. Monitor blood levels of medications when indicated (e.g., for effectiveness, toxicity, or
adherence).

Under each of these circumstances, the potential utility of a test will be determined by mul-
tiple interrelated factors, including the following:
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1. The likelihood that an individual from a population of similar patients (e.g., of similar
age, gender, treatment setting) would have the condition. This probability is also referred
to as the prevalence of the condition in that population. In general, conditions that are
more prevalent in the population are more likely to be correctly identified by use of a
diagnostic test. In the context of obtaining baseline measurements, the likely prevalence
of the condition at a later date may also be relevant.

2. The probabilities that the test will correctly detect a condition that is present (true
positive), incorrectly identify a condition as present when it is not (false positive),
correctly identify a condition as absent (true negative), or incorrectly identify a condition
as absent when it is actually present (false negative). Although information about these
probabilities is available for many tests, the key point to consider in clinical practice is
that false negative and false positive test results do occur. Furthermore, incorrect identifi-
cation of a condition can result in unnecessary and potentially detrimental evaluations
and interventions; incorrectly viewing a condition as absent can lead to other crucial signs
and symptoms of the condition being ignored.

3. The treatment implications of the test results. Obviously, a test will be of benefit if it
correctly detects a previously unidentified and treatable condition. However, the treat-
ment implications may be nil if the test correctly detects a condition that is already known
to be present on the basis of clinical examination or history or if it correctly detects a
benign or incidental condition that leads to further unnecessary testing with no beneficial
effect on treatment.

Given the wide range of clinical situations evaluated by psychiatrists, there are no specific
guidelines about which tests should be “routinely” done. It is important to have a clear rationale
for the ordering of tests (12, 23, 26), and each patient should be considered individually. Never-
theless, some general principles may aid in deciding on particular diagnostic assessments. For
example, tests may be ordered on the basis of the setting (e.g., some patients seen in emergency
departments may be at increased risk for certain conditions that warrant diagnostic tests), the
clinical presentation (e.g., certain tests are warranted for patients with new onset of delirium),
or the potential treatments (e.g., patients may need certain tests before initiation of lithium ther-
apy). For tests that require the patient’s participation, factors such as language, education level,
intelligence, culture, and level of alertness can affect the testing process and may influence the
choice of diagnostic approaches. Patient preferences are also important to consider. Further-
more, the potential benefits of identifying and treating a particular condition need to be weighed
against the costs (e.g., time, money, physical pain, emotional stress) of indiscriminate testing.

More detail on the use of laboratory testing to aid in diagnosis and to guide treatment is
provided in APA practice guidelines for specific disorders. Table 4 provides examples of and
general indications for tests that may be indicated depending on the status of the patient.

Neuropsychological testing has a broad range of application, but the decision to order neu-
ropsychological testing for an individual patient remains a matter of clinical judgment (147).
Neuropsychological testing may be requested when cognitive deficits are suspected or there is
a need to grade for severity or progression of deficits over time. In addition, neuropsychological
testing can be helpful in distinguishing between cognitive disorders and malingering or facti-
tious disorders. When patients present later in life with the new onset of psychosis or mood
disorder accompanied by cognitive deficits, neuropsychological testing may also be helpful in
distinguishing dementia from other psychiatric syndromes. In research studies, typical patterns
of cognitive deficits have been identified in a variety of psychiatric disorders, including Alzhei-
mer’s disease (148), schizophrenia (149–151), bipolar disorder (152–156), major depressive dis-
order (157–160), and autism (161, 162). Findings have highlighted the fact that cognitive deficits
and associated impairment of social and occupational functioning may persist despite success-
ful treatment of other core symptoms of an illness. For example, executive dysfunction may



Psychiatric Evaluation of Adults 35

TABLE 4. Tests That May Be Indicated as Part of a Psychiatric Evaluation

Test Notes

Basic laboratory tests 
(e.g., complete blood 
count; blood chemistries, 
including lipid profile, 
B12, folate; urinalysis)

Used to screen for general medical conditions or provide 
baseline measures prior to treatment. Recommended 
frequency of screening may vary with health status and 
with specific ongoing treatments (e.g., second-generation 
antipsychotics, lithium).

Medication levels Used to monitor therapeutic levels of medications.

Pregnancy test Some psychiatric conditions and treatments may entail risks to 
a pregnant woman or her fetus.

Fasting blood glucose or 
hemoglobin A1c

Used to diagnose diabetes or help determine risk. Patients 
prescribed second-generation antipsychotics may be at 
increased risk of developing diabetes.

Lyme serology, syphilis 
serology, HIV test

May assist in evaluation of cognitive and behavioral changes. 
Individuals with behavioral problems such as impulsivity or 
drug use may be at increased risk for HIV infection.

Thyroid function tests May be important for patients with suspected mood disorder, 
anxiety disorder, or dementia. Used to monitor lithium 
effects.

Toxicology screen, 
blood alcohol level

Used to screen for substance use or abuse. Individuals with a 
mental disorder are at increased risk for substance abuse.

Electrocardiogram Used to assess effects of medications that may influence cardiac 
conduction (e.g., tricyclic antidepressants, some 
antipsychotics). May also be indicated depending on age 
and health status.

Chest X ray Used to diagnose cardiopulmonary disorders (e.g., pneumonia, 
tuberculosis) that may contribute to delirium. May also be 
part of a pre-ECT evaluation depending on age and health 
status.

Imaging studies Structural (e.g., computed tomography [CT], magnetic 
resonance imaging [MRI]) and functional (e.g., positron 
emission tomography [PET], single photon emission 
computed tomography [SPECT], electroencephalogram 
[EEG], functional magnetic resonance imaging [fMRI]) 
studies may indicate regional brain abnormalities related 
to a psychiatric illness and its management.

Lumbar puncture Used to diagnose central nervous system infection (e.g., 
meningitis, herpes, toxoplasmosis, syphilis, Lyme disease). 
May be important for differential diagnosis of delirium.

Polysomnography Used to diagnose sleep disorders, including sleep apnea. May 
be important for differential diagnosis of depression, 
psychosis, or other cognitive or behavioral changes.

Psychological testing May be requested when cognitive deficits are suspected or 
there is need to grade for severity or progression of 
symptoms over time. May also be helpful in establishing a 
diagnosis (e.g., dementia, mental retardation) or in 
delineating specific deficits that affect thought processes, 
treatment, or vocational planning.
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persist in otherwise responsive depression (163), and working memory may remain impaired
in schizophrenia independent of response of positive and negative symptoms (149, 164). Thus,
for some patients, a better understanding of persistent neuropsychological impairments can aid
in treatment and vocational planning.

5. Physical examination
An understanding of the patient’s general medical condition is important in order to 1) properly
assess the patient’s psychiatric symptoms and their potential cause, 2) determine the patient’s
need for general medical care, and 3) choose among psychiatric treatments that can be affected
by the patient’s general medical status (16, 22, 25, 26, 34, 144, 165, 166). The psychiatrist also
ensures that a recent medical workup with appropriate laboratory tests and monitoring is per-
formed. The psychiatrist should be informed about the results of the medical workup and in-
corporate this information into the evaluation. The psychiatrist’s close involvement in the
patient’s general medical evaluation and ongoing care can also improve the patient’s care by
promoting cooperation, facilitating follow-up, and permitting prompt reexamination of symp-
tomatic areas when symptoms change.

The physical examination may be performed by the psychiatrist, another physician, or a
medically trained clinician. Considerations influencing the decision of whether the psychiatrist
will personally perform the physical examination include potential effects on the psychiatrist-
patient relationship, the purposes of the evaluation, and the complexity of the medical condition
of the patient. The timing, scope, and intensity will vary according to clinical circumstances. For
example, the physical examination of an otherwise healthy patient with paranoia, or the geni-
tal-rectal examination of a patient with a history of sexual abuse, may be deferred to a more
appropriate time and setting.

In most circumstances, the physical examination should be chaperoned. Particular caution
is warranted in the physical examination of persons with histories of physical or sexual abuse
or with other features that could increase the possibility of the patient’s being distressed as a
result of the examination (e.g., a patient with an erotic or paranoid transference to the psychi-
atrist). All but limited examinations of such patients should be chaperoned.

6. Work with multidisciplinary teams
In many settings, it has become commonplace for the care of psychiatric patients to draw on
the expertise of multidisciplinary teams. In the evaluation phase of care, other members of the
clinical team (e.g., nurses, psychologists, occupational therapists, social workers, case managers,
peer counselors, chaplains) may gather data or perform discipline-specific assessments. The
psychiatrist responsible for the patient’s care reviews and integrates these assessments into the
psychiatric evaluation of the patient and works with other members of the multidisciplinary
team in developing and implementing a plan of care.

The opportunity to improve systematic observations of patients’ behavior by staff is an ad-
vantage of controlled settings such as hospitals, partial hospital settings, residential treatment
facilities, and other institutions. Several types of observations may be gathered, according to
the patient’s specific situation:

1. General observations. These are relevant to all patients in all settings and include notes
on patients’ behavior, statements and expressed concerns, cooperativeness with or resis-
tance to staff, sleep/wake patterns, and self-care.

2. Diagnosis-specific observations. These are observations relevant to confirming a diagnosis
or assessing the severity, complications, or subtype of a disorder. Examples include recording
signs of withdrawal in an alcohol-dependent patient and observations during meals for
patients with eating disorders.
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3. Patient-specific observations. These are observations aimed at assessing a clinical hypoth-
esis. An example is observation of behavior following a family meeting for a patient in
whom family conflicts are suspected of having contributed to a psychotic relapse.

4. Observations of response to treatment interventions. Examples include systematic record-
ing of a target behavior in a trial of behavior therapy, observations of the effects of newly
prescribed medications, and nurse-completed rating scales to measure changes after behav-
ioral or psychotherapeutic interventions.

� B. THE PROCESS OF ASSESSMENT
The actual assessment process during a psychiatric evaluation usually involves the development
of initial impressions and hypotheses during the interview and their continual testing and re-
finement on the basis of information obtained throughout the interview and from mental sta-
tus examination, diagnostic testing, and other sources (167).

1. Clinical formulation
The integrative formulation aids in understanding the patient as a unique human being and
allows the psychiatrist to appreciate the patient’s environment, strengths, challenges, and cop-
ing skills. The formulation includes information specific to the patient that goes beyond what
is conveyed in the diagnosis; it will vary in scope and depth with the purpose of the evaluation.
Components of the formulation include phenomenological, neurobiological, psychological,
and sociocultural issues involved in diagnosis and management (60, 168–179). As relevant to
each domain, the formulation will typically include a concise synthesis of what is known about
the patient (e.g., individual characteristics, genetic predispositions, general medical conditions
or laboratory abnormalities, past life experiences and developmental history, extent and quality
of interpersonal relationships, central conflicts and defense mechanisms) and the patient’s past
and current symptomatology (including childhood or subsyndromal illness and predisposing,
precipitating, perpetuating, or protecting factors) as well as the responses of symptoms to treat-
ment. Variations in phenomenology with factors such as a patient’s age or gender can be rele-
vant in determining whether or not a behavior is indicative of psychopathology (180). Thus,
the formulation may also include a discussion of the diagnostic, therapeutic, and prognostic
implications of the evaluation findings.

a) Cultural formulation
The DSM-IV-TR Outline for Cultural Formulation (Table 5) provides a systematic method of
considering and incorporating sociocultural issues into the clinical formulation (181–185).
Depending on the focus and extent of the evaluation, it may not be possible to do a complete
cultural formulation based on the findings of the initial interview. However, when cultural is-
sues emerge, they may be explored further during subsequent meetings with the patient. In ad-
dition, the information contained within the cultural formulation may be integrated with the
other aspects of the clinical formulation or recorded as a separate element.

The cultural formulation begins with a review of the individual’s cultural identity and in-
cludes the patient’s self-construal of identity over time (186). Cultural identity involves not
only ethnicity, acculturation/biculturality, and language but also age, gender, socioeconomic
status, sexual orientation, religious and spiritual beliefs, disabilities, political orientation, and
health literacy, among other factors.

Next, the formulation explores the role of the cultural context in the expression and evalu-
ation of symptoms and dysfunction, including the patient’s explanatory models or idioms of
distress through which symptoms or needs may be communicated. These are assessed against
the norms of the cultural reference group. Treatment experiences and preferences (including
complementary and alternative medicine and indigenous approaches) are also identified. Cul-
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tural factors related to psychosocial stressors, available social supports, and levels of function or
disability are also assessed; during this process, the roles of family/kin systems and religion and
spirituality in providing emotional, instrumental, and informational support are highlighted.

The cultural formulation also includes specific consideration of cultural elements influenc-
ing the relationship between the individual and the clinician. In this regard, it is important for
clinicians to cultivate an attitude of “cultural humility” (187) in knowing their limits of knowl-
edge and skills rather than reinforcing potentially damaging stereotypes and overgeneralizations.
Differences in language, culture, or social status, as well as difficulties in identifying and un-
derstanding the cultural significance of behaviors or symptoms, may add to the complexities of
the clinical encounter. Transference and countertransference may also be influenced by cultural
considerations and may either aid or interfere with the treatment relationship. Further, the po-
tential effect of the psychiatrist’s sociocultural identity on the attitude and behavior of the pa-
tient should be taken into account in the subsequent formulation of a diagnostic opinion.

The cultural formulation concludes with an overall assessment of the ways in which these var-
ied cultural considerations will specifically apply to differential diagnosis and treatment planning.

b) Risk assessment
An additional component of the formulation involves an assessment of the patient’s risk of
harm to self or others. This may include consideration of suicide or homicide risk as well as
other forms of self-injury (e.g., cutting behaviors, accidents), aggressive behaviors, neglect of
self-care, or neglect of the care of dependents. The risk assessment is intended to identify spe-
cific factors that may increase or decrease a patient’s degree of risk, thereby suggesting specific
interventions that may modify particular risk factors or address the safety of the patient or oth-
ers. Specific risk factors may include demographic parameters (e.g., age, gender), past behavior
(e.g., suicide attempts, self-injury, aggression), psychiatric diagnoses, psychiatric symptoms
(e.g., anxiety, hopelessness), co-occurring general medical conditions, sociocultural factors,
psychosocial stressors, or individual strengths and vulnerabilities. For patients with suicidal be-
haviors, this risk assessment process is described in detail in APA’s Practice Guideline for the Assess-
ment and Treatment of Patients With Suicidal Behaviors (11). Although standardized rating scales
of suicidal or aggressive behaviors are often used in research and may suggest helpful lines of clin-
ical inquiry, their utility in clinical risk assessment is limited by their low predictive value (11).

For individuals with dependent children, the risk assessment also includes an evaluation of
the patient’s capacity to parent. In addition to considering the number and ages of any children,
the assessment reviews the patient’s capacity to meet the needs of dependent children, both in
general and during psychiatric crises if these are likely to occur. The overall health, including
mental health, of the children is also relevant, especially when the patient’s psychiatric condi-
tion is likely to affect the children through genetic or psychosocial mechanisms or to impede
the patient’s ability to recognize and attend to the needs of a child.

2. Diagnosis
On the basis of information obtained in the evaluation, a differential diagnosis is developed.
The differential diagnosis comprises conditions (including personality disorders or personality

TABLE 5. Components of a Cultural Formulation

Cultural identity of the individual

Cultural explanations of the individual’s illness

Cultural factors related to psychosocial environment and levels of functioning

Cultural elements of the relationship between the individual and the clinician

Overall cultural assessment for diagnosis and care

Source. From DSM-IV-TR, pp. 897–898.
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traits) described in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text
Revision (DSM-IV-TR) (188), APA’s current edition of DSM. A multiaxial system of diagnosis
provides a convenient format for organizing and communicating the patient’s current clinical
status, other factors affecting the clinical situation, the patient’s highest level of past function-
ing, and the patient’s quality of life (188, pp. 27–33). General medical conditions are estab-
lished through history, examination, diagnostic tests, medical records, and consultation.

The DSM classification and the specific diagnostic criteria are meant to serve as guidelines
to be informed by clinical judgment in the categorization of the patient’s condition(s) and are
not meant to be applied in a rote fashion. (Other issues in the use of DSM and its application
in developing a psychiatric diagnosis are discussed in DSM-IV-TR, pp. xxiii–xxxv and 1–12.)
To augment the DSM multiaxial approach, some clinicians also find it helpful to identify the
patient’s level of defensive functioning or incorporate dimensional or other approaches into their
diagnostic assessments (188, pp. 807–813; 189, 190).

3. Initial treatment plan
The initial treatment plan addresses any specific diagnoses and psychiatric needs of the patient
that have been identified during evaluation. If diagnostic or other questions have been posed
or additional information is necessary, these issues should be addressed in the treatment plan.

The initial treatment plan begins with a determination of the appropriate treatment setting
and includes an explicit statement of the diagnostic, therapeutic, and rehabilitative goals for
treatment that includes short-term as well as longer-term goals. In the case of patients who ini-
tially will be treated in an inpatient or partial hospital setting, this implies apportioning the
therapeutic task between a hospital phase and a posthospital phase. Within the acute care set-
ting, some goals may be targeted for achievement within several days, whereas other goals will
be targeted for completion by the time of discharge. On the basis of the goals, the plan specifies
further diagnostic tests and procedures, further systematic observations or additional informa-
tion to be obtained, and specific therapeutic modalities to be applied.

A comprehensive treatment plan addresses biological, psychological, and sociocultural do-
mains. The psychiatrist can select from a range of individual, group, and family therapies to create
an integrated multimodal treatment that includes biological and sociocultural interventions (60).

Quality care involves treatment plans that are safe, timely, effective, efficient, equitable (i.e.,
not influenced in quality by personal characteristics such as gender, ethnicity, geographic loca-
tion, and socioeconomic status), and person-centered (7). Such treatment plans encourage re-
covery from illness through community integration and empower patients to make choices that
improve their quality of life (191). Thus, the treatment plan is ideally the result of collaboration
between the patient, the psychiatrist, and other members of the treatment team as well as the
primary care practitioner for patients who have an established source of primary care.

A range of potentially effective treatments is initially considered. More detailed consideration
and documentation of the risks and benefits of treatment options may be needed in the follow-
ing circumstances: when a relatively risky, costly, or unusual treatment is under consideration;
when involved parties disagree about the optimal course of treatment; when the patient’s moti-
vation or capacity to benefit from potential treatment alternatives is in question; when the treat-
ment would be involuntary or when other legal or administrative issues are involved; or when
available treatment options are limited by external constraints (e.g., financial barriers, insurance
restrictions, geographic barriers, service availability, the patient’s capacity to participate in the
proposed treatment). Such considerations are also relevant when considering the level of care
needed to provide an individual patient with appropriate treatment. In addition, level-of-care
determinations will vary with the diagnosis, the presence of co-occurring general medical or psy-
chiatric disorders (including substance use disorders), the assessment of the patient’s risk to self
or others, the current severity of symptoms, the patient’s prior illness course and complications,
his or her psychosocial supports, his or her treatment adherence, and the strength of the thera-
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peutic alliance, among other factors. In some circumstances, it is also important for the psychi-
atrist to be able to recognize the limitation of health care resources and demonstrate the ability
to act as an advocate for patients within their sociocultural and financial constraints (60).

4. Decisions regarding treatment-related legal and administrative issues
Although the consideration of forensic evaluations is outside the scope of this practice guide-
line, there are times when the general psychiatric evaluation may need to address legal or admin-
istrative concerns (Section V.C). Examples include deciding between voluntary and involuntary
admission, determining whether legally mandated treatment should be pursued in objecting
patients, determining whether there is a duty to protect (e.g., by modifying the patient’s treat-
ment, increasing outpatient visit frequency, initiating hospitalization, warning the victim) if
the patient is deemed a potential risk to others, and deciding on the level of observation needed
to address the patient’s safety (11). In situations such as these, the psychiatrist’s decision making
will depend on the risk assessment (Section IV.B.1.b) as well as other relevant aspects of the his-
tory, examination, symptoms, diagnosis, and clinical formulation. Assessment of the patient’s
decision-making capacity may also be needed as part of the informed consent process. When a
patient’s capacity to consent to treatment is uncertain, questioning to determine mental status
should be extended to include items that test the patient’s decision-making capacity (192). As
with other aspects of the evaluation, it is important to document the rationales for making a
particular treatment decision, including a discussion of supporting evidence from the evalua-
tion findings.

5. Systems issues
An assessment of family, peer networks, and other support systems is an important part of the
psychiatric evaluation because of the potential role of these systems in ameliorating or aug-
menting the patient’s signs and symptoms of illness. This is particularly true when evaluating
individuals with complex biopsychosocial challenges or serious psychiatric or general medical
conditions. If the initial evaluation indicates that aspects of the care system have an important
role in the patient’s illness and treatment, goals are developed in response to these findings. Sys-
tems may be more open to considering change at times of crisis. Consequently, as well as gen-
erating goals for the patient’s diagnosis and individual treatment, the evaluation may lead to
goals for intervening with the family, other important people in the patient’s life, other profes-
sionals (e.g., therapists), general medical providers, and governmental or social agencies (e.g.,
community mental health centers or family service agencies). Specific plans may be needed for
addressing problems in the care system that are seen as important to the patient’s illness, symp-
toms, function, or well-being and that appear amenable to modification. For example, a parent
may be unable to attend follow-up appointments unless issues relating to care of dependents are
addressed; financial issues or formulary restrictions may preclude patients from obtaining their
medications; or geographic constraints may limit access to a full range of treatment options.
Plans to address such systems issues should consider feasibility, the patient’s wishes, and the
willingness of other people to be involved.

V. SPECIAL CONSIDERATIONS

� A. PRIVACY AND CONFIDENTIALITY
Considerations of privacy and confidentiality are an integral component of any psychiatric en-
counter. Aspects of privacy and confidentiality relating to communication with other medical
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professionals and with sources of collateral information have been discussed above (Sections
I.A, I.B, II.C, and IV.A.2). In general, the default position is to maintain confidentiality unless
the patient gives consent to a specific intervention or communication. However, the psychia-
trist is justified in attenuating confidentiality to the extent needed to address the safety of the
patient and others (10, 11). This includes the ability to communicate necessary information
about the patient to medical personnel in the context of an emergency situation. It is also per-
missible for the psychiatrist to listen to information provided by family members and other im-
portant people in the patient’s life, as long as confidential information is not provided to the
informant.

The Health Insurance Portability and Accountability Act (HIPAA) contains guidelines for
release of the results of psychiatric evaluations. State laws may be more restrictive, and if so,
state laws take precedence over HIPAA. According to HIPAA, information can be released
without a specific consent form for purposes of “treatment, payment, and health care opera-
tions.” Otherwise, patients must sign an authorization form that indicates the information to
be used or disclosed, the purposes to which it will be put, the recipient of the information, and
an expiration date. HIPAA gives special protection to psychotherapy notes if they are kept in a
separate part of the medical chart (193, 194). The interpretation of HIPAA and other federal
and state laws about confidentiality continues to evolve, and legal or risk management consul-
tation should be sought if there are questions about the regulations related to release of infor-
mation and protection of psychiatric records (195).

For individuals in treatment for substance use disorders, the provisions of 42 CFR §2.11
will apply (196) and will generally be more strict and supersede the provisions of HIPAA (197).
As with HIPAA, necessary information may be disclosed to medical personnel in the context
of treating a condition that poses an immediate threat to the health of any individual and that
requires immediate medical intervention. Under such circumstances, documentation in the
medical record needs to include “the name of the medical personnel to whom disclosure was
made and their affiliation with any health care facility; the name of the individual making the
disclosure; the date and time of the disclosure; and the nature of the emergency” (42 CFR
§2.51 [196]).

Medical records may also be viewed by others in addition to the clinician writing the note
(198) or other members of an interdisciplinary treatment team. These include third-party pay-
ers, quality assurance/peer review evaluators, the patient, and, in certain jurisdictions, the ex-
ecutor of an estate after a patient’s death. Furthermore, records may be part of future or current
legal or administrative hearings, including disability litigation, divorce and custody adjudica-
tion, competency determinations, and actions of medical licensing boards. Such accessing of
patient’s medical records needs to be taken into consideration when documenting the evalua-
tion, formulation, diagnosis, and plan of treatment.

� B. INTERACTIONS WITH THIRD-PARTY PAYERS AND THEIR AGENTS
Third-party payers and their agents frequently request data from psychiatric evaluations to make
determinations about whether a hospital admission or a specific treatment modality will be cov-
ered by a particular insurance plan. Despite the blanket consents to release information to payers
that most patients must sign to obtain insurance benefits, it is useful for the psychiatrist to obtain,
whenever feasible, contemporaneous consent for such communications. In some instances, it may
be necessary to inform the patient what specific information has been requested and obtain spe-
cific consent for the release of that information. With valid consent, the psychiatrist may release
information to a third-party reviewer, supplying the third-party reviewer with sufficient informa-
tion to understand the rationale for the treatment and why it was selected over potential alterna-
tives. However, the psychiatrist may also withhold information about the patient not directly
relevant to the utilization review or preauthorization decision (199, 200).



42 APA Practice Guidelines

� C. LEGAL AND ADMINISTRATIVE ISSUES IN INSTITUTIONS
When a patient is admitted to a hospital or other residential setting, the patient’s legal status
should be promptly clarified to establish whether the admission is voluntary or involuntary,
whether the patient gives or withholds consent to evaluation and recommended treatment,
whether the patient appears able to make treatment-related decisions, and whether an advance
directive is in place. If there is a potential legal impediment to necessary treatment, action
should be taken to resolve the issue.

The decision to hospitalize a patient involuntarily will depend on multiple factors, includ-
ing the estimated level of risk to the patient and others, the patient’s level of insight and will-
ingness to seek care, and the legal criteria in that jurisdiction. In general, patients at risk for
causing harm to themselves or others will satisfy the criteria for involuntary admission; how-
ever, the specific requirements vary from state to state (201), and in some states, willingness to
enter a hospital voluntarily may preclude involuntary admission. To that end, psychiatrists need
to be familiar with their specific state statutes regarding involuntary hospitalization.

Advance directives are attempts to ensure that individuals’ wishes about treatment will be
honored. Such directives may relate to wishes about treatment at the end of life (202) but may
also relate to wishes about psychiatric treatment (203) or assignment of a durable power of
attorney or health care proxy to make decisions in the event that the individual lacks capacity
to do so (204). Although the specifics of advance directive regulations vary by jurisdiction, psy-
chiatrists should include in their evaluation whether the patient has executed an advance direc-
tive—and, if so, the nature of the advance directive should be determined.

In every institution, whether public or private, fiscal and administrative considerations limit
treatment options. Usually there are constraints on length of stay and on the intensity of ser-
vices available. Further constraints can arise from the absence or inadequate funding of after-
care services or of a full continuum of care. The initial assessment of treatment needs should
not be confounded unduly with concerns about financing or availability of services, although
the actual treatment may represent a balancing of optimal treatment and external constraints.
A common example is the situation in which a patient’s safety requires a level of supervision not
available in a given facility. Another example is when a patient requires a general medical eval-
uation that cannot be carried out in a free-standing psychiatric facility and requires the patient’s
transfer to a general hospital. If such issues result in a major negative effect on patient care, ef-
forts should be made to find alternatives, and the patient, family, and/or third-party payer should
be informed of the limitations of the current treatment setting and/or resources.

� D. SPECIAL POPULATIONS

1. Elderly patients and patients with medical conditions
While advanced chronological age alone does not necessitate a change in the approach to the
psychiatric evaluation, the strong association of old age with chronic disease and related im-
pairments may increase the need for emphasis on certain aspects of the evaluation. The general
medical history and evaluation, cognitive mental status examination, and functional assess-
ment may need to be especially detailed because of the high prevalence of disease-related dis-
ability, use of multiple medications, cognitive impairment, and functional impairment in older
people. The psychiatrist should attempt to identify all of the general medical and personal care
clinicians involved with the patient and to obtain relevant information from them if the patient
consents. It is also helpful to obtain information from the family.

The personal and social history includes coverage of common late-life issues, including the
loss of a spouse or partner, the loss of friends or close relatives, residential moves, the new onset
of disabilities, financial concerns related to illness or disability, and intergenerational issues,
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such as informal caregiving or financial transfers between members of different generations. It
is important to evaluate intergenerational strains such as midlife couples with young children who
cannot care for elderly relatives or, increasingly, patients in their 90s whose children are now in
their 70s and ill themselves.

The psychiatrist may need to accommodate the evaluation to patients who cannot hear ad-
equately. Use of sign language interpreters, amplification, a quieter interview room, and en-
abling lip reading are possible means to do this. When an elderly patient is brought for psychiatric
evaluation by a family member, special effort may be necessary to ensure that both patient and
family member have an opportunity to talk to the psychiatrist alone.

2. Incarcerated Persons
Increasing numbers of individuals with mental illness are incarcerated in jails, prisons, and other
correctional facilities and require psychiatric evaluation (205–208). In addition, suicide is one
of the leading causes of death in correctional settings, and urgent suicide assessments may be
needed for individuals at risk (11, 209, 210).

The psychiatric evaluation of incarcerated individuals will include the general elements
common to any psychiatric evaluation (211–213) but will place additional emphasis on aspects
of the individual’s alcohol and substance use history and legal history, including previous epi-
sodes of incarceration and associated behavioral changes. Psychosocial stressors, including new
legal complications (e.g., denial of parole), receiving bad news about loved ones at home, and
experiencing sexual assault or other trauma, are also important to assess, as these may increase
the likelihood of suicidal behaviors (214). Similarly, the recentness of the incarceration (210, 214,
215) or placement in isolation (216–219) may be relevant to determination of suicide risk. De-
pending on the likely duration of incarceration, options for care following transfer between
correctional institutions or for aftercare following release may also need to be explored as part
of the evaluation.

Access to space that allows for auditory privacy and physical safety is necessary to adequately
perform psychiatric evaluations in correctional settings (212).

3. Homeless persons
Evaluations of persons who are homeless may require both modifications of the evaluation pro-
cess and unique interviewing skills. The disengaged lifestyle and mistrust often encountered in
homeless persons may make a classically direct approach difficult if not impossible (220). As a
result, the first step toward psychiatric evaluation is engagement. This process can take from
days to years in nonclinical settings (e.g., on the street, under bridges, in shelters). Evaluation
becomes possible when the homeless person believes that engaging with the psychiatrist will
not recapitulate previous negative experiences, lost opportunities within the health care system,
and encounters in jail and prison that heighten a fear of consequences from talking honestly.
By necessity, then, the full psychiatric evaluation of homeless persons typically unfolds over nu-
merous, often brief, and seemingly casual interactions.

4. Persons with mental retardation
The evaluation of individuals with mental retardation presents a number of clinical challenges.
Although psychiatric illnesses occur at increased rates in those with mental retardation (221,
222), it is not always possible to establish a definitive axis I diagnosis as a cause for behavioral
symptoms (223). Depending on the extent of the patient’s intellectual limitations, the diagno-
sis of mental retardation may have been unrecognized before the behavioral symptoms began.

In interviewing individuals with mental retardation, particular attention needs to be given to
the phrasing of questions so that they will be understandable to the patient. The use of general
psychiatric self-report scales or other structured interview formats may be problematic in this
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regard (221, 224). Behavioral observations or functional measures will often carry a greater
weight in the assessment process, and patients with more severe mental retardation may be un-
able to report on their own mental experiences (225, 226). Thus, obtaining a comprehensive
description of symptoms, signs, and aspects of history from family members, caretakers, and
other professionals is often crucial. This is particularly true when persons with mental retarda-
tion present for evaluation in the context of a behavioral crisis, because otherwise minor events
(e.g., changes in routine, upsetting interpersonal interactions) may be quite distressing and re-
sult in catastrophic reactions. Similar issues with evaluation may be observed in individuals
with other developmental disabilities.

Evaluation for co-occurring general medical conditions is particularly important in adults
with mental retardation, given higher rates of undetected medical illnesses (222, 227) as well as
the tendency for atypical clinical presentations of medical illnesses (140, 227).

VI. FUTURE RESEARCH NEEDS

Psychiatric evaluation is, by necessity, highly individualized to the patient and to the treatment
setting, making the development of rigorous research designs challenging. Nonetheless, a num-
ber of aspects of psychiatric interviewing and assessment may lend themselves to formal study
and are discussed in further detail below. In addition, the research agenda for DSM-V (228)
provides suggestions for research relating to psychiatric diagnosis, which has many areas of
overlap with research on psychiatric assessment.

� A. INTERVIEWING APPROACHES
Some research, predominantly conducted in primary care settings, has examined the differences
between specific interviewing approaches. For example, approaches to enhancing reporting
and recall of historical information have been evaluated (229, 230). Additional studies have as-
sessed the effects of communication style and vocabulary on outcomes such as patient satisfaction
(231–236). The development of new evaluation strategies could help strengthen psychiatric in-
terviewing approaches. In addition, it will be important to expand such research across differ-
ent patient subgroups (e.g., according to age, gender, sexual orientation, race, ethnicity, cultural
background), to individuals with psychiatric disorders, and to collaborative models of assess-
ment and care. Measures of outcomes will also need to be expanded to include factors such as
treatment adherence and the strength of the therapeutic alliance. Furthermore, studies will need
to assess whether guideline-concordant approaches to assessment are associated with improved
outcomes in community-based patient samples (237).

Research has also focused on the impact of technology on information gathering and the
physician-patient encounter. For example, some studies have examined differences in the in-
formation elicited by face-to-face interviews as compared with computer-aided assessments or
telephone interviews (238, 239). Other studies have assessed computerized documentation by
physicians at the time of evaluation and its effect on patient perceptions (240–242). Patients and
family members are increasingly learning about possible diagnoses and treatments through direct-
to-consumer advertising and through Internet-based educational resources, which they some-
times bring to the evaluation. Systematic study of the influences of these information sources
on the assessment and treatment planning processes would be useful. It also remains unclear
whether use of template-based electronic health records as compared with narrative-based health
records will influence the evaluation process, the physician-patient relationship, or communi-
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cation with other members of the health care team. Thus, with the increasing use of technol-
ogy in medicine, including computer-based interviews and telepsychiatry, the influence of
such technologies is worthy of additional study in the full range of psychiatric settings.

� B. RATING SCALES
Although rating scales have been widely used in clinical research for assessment by the clinician
and self-assessment, they are less often incorporated into psychiatric evaluations in clinical
practice. To be most useful, rating scales need to be valid and reliable as well as demonstrate
practical utility in typical clinical settings. Further study of clinical rating scales is required in
clinical samples including patients with potentially confounding co-occurring disorders (243).
Development and testing of rating scales also need to consider the different requirements for rat-
ing scales that are used in initial diagnostic assessments as compared with those used in monitor-
ing of signs and symptoms over time or with treatment. The ability to use rating scales to detect
prodromal or subsyndromal disorders as part of the psychiatric evaluation would be an impor-
tant step in the design and testing of preventive approaches to psychiatric disorders. Ideally, re-
search on rating scales could lead to the development of a limited set of formal systematic
measures for screening and monitoring, with resulting benefits in identification and treatment
of common psychiatric disorders, including substance use disorders.

� C. DIAGNOSIS AND FORMULATION
An integral part of the psychiatric evaluation is the process by which the information gathered
as part of the psychiatric evaluation is synthesized and integrated into the development of a
multiaxial diagnosis and biopsychosocial formulation. In addition to research on the validity
and reliability of specific diagnoses, further research is needed on variations in both clinical and
community presentations across different patient subgroups (e.g., according to age, gender,
sexual orientation, race, ethnicity, cultural background) and in the presence of co-occurring
general medical and psychiatric conditions. It is anticipated that the development of DSM-V will
stimulate such research across many diagnostic areas, guided by APA’s systematic efforts to review
existing data and provide agendas for new research (228). With the advent of electronic health
records and the increasing availability of decision-support tools, computerized approaches that
may permit development of differential diagnoses or formulations will need to be compared
to clinician-generated assessments. Longitudinal research on the reliability and validity of ap-
proaches to the clinical formulation may aid in fine-tuning this aspect of assessment.

� D. DIAGNOSTIC TESTING
With regard to diagnostic testing, neurogenetics and structural and functional neuroimaging
techniques are areas of active and promising research. A burgeoning body of literature has re-
ported associations between genetic markers (e.g., apoplipoprotein E ε4 allele, dopamine D4
allele, catechol-O-methyltransferase polymorphisms, promoter polymorphisms of the sero-
tonin transporter gene) and the presence of psychiatric illnesses or symptoms (244–251).
Neurogenetic approaches may ultimately be useful in distinguishing between genetic and envi-
ronmental etiologies of psychiatric disorders as part of the psychiatric evaluation (252), thereby
permitting greater specificity in treatment planning and outcome measurement. While some
have speculated that characterization of the particular genotype of a patient will lead to “per-
sonalized medicine” by guiding treatment choices, significant support for such therapeutic
guidance in psychiatric disorders is not yet substantiated by the literature. The potential for
progress in this area merits continued vigilance for reports of its impact on the practice of psy-
chiatry.
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Neuroimaging techniques are currently used in identifying central nervous system processes
such as infection, malformations, cerebrovascular events, and malignancy. Accumulating evi-
dence also suggests other applications of neuroimaging in psychiatric evaluation. In cognitive
disorders of late life, such as Alzheimer’s disease, neuroimaging techniques have been evaluated
for use as surrogate markers for the microscopic neuropathologies that characterize the illness
(253–256). Functional neuroimaging with positron emission tomography or single-photon
emission computed tomography has demonstrated an association between reduced regional ac-
tivity (metabolism or perfusion) in temporoparietal regions and the presence and severity of
Alzheimer’s disease (257–264), whereas other dementing illnesses do not show this temporo-
parietal feature. The reproducibility of these findings has enhanced the differentiation between
Alzheimer’s disease and other dementing illnesses (265). Ongoing work aims to confirm the
clinical utility of such information.

In patients with schizophrenia and mood and anxiety disorders, structural and functional
neuroimaging studies have reported differences between patients and healthy control persons
(266–288) as well as differences in some patient subgroups (289–292) and in responders and
nonresponders to some treatments (293–302). Nevertheless, the clinical utility of neuroimag-
ing techniques for planning of individualized treatment has not yet been shown. Further re-
search is needed to demonstrate a clinical role for structural and functional neuroimaging in
establishing psychiatric diagnoses, monitoring illness progression, and predicting prognoses.
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