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- [Calista] Today's course title is Management of Psychiatric Comorbidities for the 
Acute Care PT. And it is my pleasure to welcome to physicaltherapy.com, Dr. Emily 
Fleischman. Dr. Fleischman is a practicing physical therapist at Stanford Health Care in 
Palo Alto, California. She has worked with varied populations in the acute care setting, 
including inpatient psychiatry, cardiac trauma, and neurology. She earned her DPT at 
Samuel Merritt University in Oakland, California, and became a geriatric clinical 
specialist in 2018. So thank you again for presenting for us today, Dr. Fleischman, and 
at this time, I'm gonna turn the microphone over to you. 
 
- [Emily] All right, thank you Calista, I appreciate it. So as she was saying, my name's 
Emily, is a good place to start. Today we're gonna be covering management of 
psychiatric comorbidities for the acute care PT. This is my first time doing a webinar, 
so please let me know if you need me to change anything up. So the first thing we 
wanna go over today is our learning outcomes. So after this course, our goal is that 
you're gonna be able to describe some key features of at least three psychiatric 
comorbidities common in the acute care setting. I want you to be able to outline the 
way in which acute medical issues interact with at least three psychiatric comorbidities. 
We want you to identify at least three ways in which acute care PTs are uniquely 
positioned to be effective with patients with psychiatric comorbidities. And finally we 
want you to be able to describe at least two strategies to effectively implement 
motivational interviewing and handling disruptive symptoms. So I wanna give a quick 
outline of where we're going today. So we're gonna start with doing an introduction to 
psychiatric comorbidities in general. Then we're gonna go over some general 
psychiatric diagnoses. We're gonna look at some medical diagnoses in relationship 
with those psychiatric diagnoses. We're gonna take a closer look at PT's role with this 
population. And we're gonna go over some communication tools and things you can 
implement in the clinic today. And then finally some case studies that we're gonna go 
over before going over some questions at the end. So first, I always like to start with 
covering some definitions so we all know we're on the same page about what we're 
talking about. So psychiatry, this is just gonna be the branch of medicine dealing with 
any mental illness. Comorbidities for our purpose today is gonna be the presence of 
two or more diagnoses. And for the purpose of our discussion today, we're gonna 
consider acute care practice in a skilled nursing facility, an acute rehab unit, or an 
acute inpatient hospital. Primarily here we're wanting to not include inpatients 
psychiatric units. So we're looking at kind of that general acute care section of the 
hospital. So it can be helpful to start with just looking back at where we've come from 
with psychiatric care over time. So starting out, one of the first things we see is 
Hippocrates from about 460 to 370. So he was one of the first ones that really linked 
disease with the physiological issue itself. So he had this theory of the four humorous, 
right? So we're looking at blood, phlegm, yellow bile, black bile and he was linking 
those to problems. So melancholia or depression would be that excessive black bile. 
At the same time he was looking at hysteria as being from a wandering uterus, so we 
weren't exactly narrowing things down too much, but we were linking the disease to an 
actual physiological issue. Then in 1672 we get Thomas Willis, he's this English 
physician who writes the Anima Brutorum, excuse my Latin there. But he described 
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psychology in terms of brain function, which is a big step forward in how we're viewing 
things. However, he was also attributing gross brain disease to disturbed animal spirits 
but at the same time, he was a step forward for us. In 1808 Johann Christian Reil coins 
the term psychiatry, so that's the first time we see that pop up. In 1919 Sigmund Freud 
founds the International Psychoanalytical Association. Then in 1948 we get John Cade, 
an Australian psychiatrist. So he was doing research with lithium, finding its ability to 
stabilize moods with bipolar disorder. The big thing here we found is 1952 you get the 
first anti-psychotic clinical trial with Thorazine. This was one of our first medication 
treatments with psychiatric illness. So in 1952 we get the first edition of the DSM, so 
it's the Diagnostic and Statistical Manual of Mental Disorders. So that first edition is 
coming out in 1952, subsequent editions we see in '68, 1980, 1994 and most recently 
you get the DSM-5 in 2013. The purpose of the manual is to create a common 
language to discuss mental disorders and to set diagnostic criteria. And really changes 
you see over the years between editions really demonstrate how mental illness is 
viewed and treated in that time period and how we've advanced. In 1988, we get 
Prozac on the first SSRI. So the selective serotonin reuptake inhibitors is introduced. 
This is medication for depression treatment that's become very prevalent.  
 
So I wanna go over some general demographics of who these patients are. Patients 
admitted to an inpatient facility, have a 40% incidence of psychiatric comorbidity 
versus an 18.9% in the general population. So we're definitely seeing these patients 
during our practice in acute care. And the presence of a psychiatric comorbidity 
increases the length of stay, medical costs and rehospitalization rate. One study found 
that patients with comorbid depression stayed in the hospital about a little over four 
days longer. They have patients with a comorbid depression and a history of a prior 
hospitalization within six months were three times more likely to be rehospitalized 
within 90 days of a discharge. So these patients are patients who we're particularly 
concerned about because they're staying longer and they keep getting readmitted. So 
they're more and more likely to be deconditioned, more and more likely to have 
movement disorders that we need to address as physical therapists. So finally, I wanna 
go over some legalese related to psychiatric care. So we have the involuntary hold. 
This is perhaps the most common legalese you might see in the general acute care 
setting. So it's a emergency evaluation period of varying links depending on the state. 
In California where I'm at, it's 72 hours. They tend to refer to it as a a 5150, referring to 
the law statute that it comes from. You have to be determined by a doctor. In some 
situations, possibly a police officer to be a danger to self, danger to others or gravely 
disabled. So you might see the documentation, DTS for danger to self, or DTO for 
danger to others. Gravely disabled is a little less clear, but typically is considered to be 
if you're unable to provide food, clothing, or shelter due to your mental illness. Now the 
less likely you're gonna see in the general acute setting that I wanna go over real quick. 
Involuntary commitment is the involuntary treatment of a mental illness. So you see this 
both inpatient and outpatient versions. You may see it referred to in terms such as 
court ordered, court ordered medication treatment, court ordered psychotherapy, 
things like that. So conservatorship, you have both temporary and permanent versions. 
So note that permanent is a bit of a misnomer because it can be rescinded. So medical 
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decisions are decided by the state in the state of California, this is referred to as a 
public guardian that's assigned to the patient. You may see such terms as T-con or P-
con. So temporary conservatorship or permanent conservatorship, and it's really less 
likely that you're gonna see these last two, so the involuntary commitment, or 
conservatorship and the general acute setting. But you may see a coming up in the 
patient's history. So just so you have a heads up about what those are referring to. So 
the psychiatric diagnoses we're going over today, I chose which ones we're talking 
about 'cause they're ones that I find are popping up more often in kind of the general 
acute settings. We're gonna cover anxiety, depression, bipolar disorder, borderline 
personality disorder, delirium, and functional motor disorder.  
 
So first up is anxiety. So anxiety is the most prevalent diagnosis in any age category 
and is highly comorbid with other disorders. So 90% of your patients with an anxiety 
disorder have a lifetime co-morbidity with another mental disorder, most commonly 
another anxiety disorder. So some of those common anxiety disorders that might be 
coming up are specific phobia is one. So the key feature here is that it's a fear or 
anxiety is limited to the phobic stimulus, which is a specific situation or object. It's not 
a general anxiety and that that anxiety is out of proportion to any actual danger 
proposed or any actual danger posed by the object. So while phobias are the most 
common conditions, you're gonna see the lifetime prevalence rate at about 10%. 
Personally in acute care, what I've seen popped up the most is a phobia of needles 
can definitely be affecting treatment. And also a fall I think is a huge thing we see as 
PTs. So technically a traumatic phobia, so a fear of trauma. But you see those patients 
that have had a fall and now are very anxious regarding anything that might approach 
causing another one. So social anxiety disorder. The key feature here is a marked fear 
of social and performance situations. The big thing here is that it often leads to 
avoidance. Personally, I've seen patients with social anxiety disorder that have avoided 
treatments for so many years that they're in a much worse health condition by the time 
they come in for treatment. And it can also make it much more challenging for the 
patient to engage in follow up care. So being very clear in our home exercise programs 
can be huge with these people. So panic disorders related to panic attacks. So panic 
attacks are sudden, sometimes unexpected and consists of a combination of extreme 
anxiety and physical symptoms such as cardiac, pulmonary, or GI distress. The key 
features for panic disorder though is that you have these recurrent panic attacks along 
with the worry about the possibility of a future attack and really leads to that 
development of avoidance techniques to stay away from things that might trigger their 
anxiety. So a panic attack, some of the big things that pop up is that increased heart 
rate, that increased respiratory rate. And so if you have a patient that's avoiding things 
that are bringing up at increased restaurant rate, an increase heart rate, well that's 
exercise, right? So it's not uncommon for your patients with panic disorder to have a 
history of avoiding exercise or to have their anxiety triggered by exercise. Finally, 
generalized anxiety disorder. The key feature here is a pervasive nervousness, sematic 
symptoms of anxiety and a generalized worry. So just like with a panic disorder, it can 
really lead to a core phobia and those same avoidance techniques. So it's good to 
keep in mind as you're building your treatment plan. So depression. Major depressive 
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disorder, MDD is among the most debilitating diseases worldwide with the highest 
reduction in disability, adjusted years of life among all human diseases. So has a 
lifetime prevalence, about 20%. For diagnostic purposes, the patient must have a 
depressed mood most or all of the day. Diminished interest or pleasure in activities in 
the least for the following symptoms. You have to have a significant weight loss or 
weight gain without trying to lose or gain weight, insomnia or hypersomnia, 
psychomotor agitation or retardation, feelings of worthlessness or excessive or 
inappropriate guilt, diminished ability to concentrate, recurrent thoughts of death. The 
episode must cause significant distress to the patient. So you'll also see with the 
diagnosis of major depressive disorder, sometimes there'll be specifiers. So things like 
with anxious distress or with catatonia. And the one I really wanna point out is with 
mixed features, which is a bit of a more recent addition to the DSM. But presentation-
wise this does present fairly similar to bipolar disorder. So it's a good thing to keep in 
mind when you're reviewing a patient's chart. Now, treatment resistant depression is 
particularly challenging condition and the rates can increase with age as more and 
more treatment options are tried.  
 
For your patients in general acute, so you can see these things. So for your patients in 
general acute, you may see a history of them having ECT or ketamine infusions. For 
ketamine it's really an NMDD and NMDA, sorry, receptor antagonist. It produces this 
rapid antidepressant response within hours and about two thirds of the patients with 
resistant depression. But it only lasts up to about two weeks. In my practice I've seen 
patients getting ketamine infusions with their CRPS. It's just a good thing to keep in 
mind that their balance is typically off and there's definitely a very strong euphoria that 
comes on with the initial infusion. So ECT is electroconvulsive therapy. It's a brief 
electrical stimulation of the brain while the patient is under anesthesia. The most 
effective treatment for severe depresses syndrome has a remission rate of about 60%, 
even in treatment resistant depression. Personally I've worked with patients pre during 
and post ECT session sets and it can really be a life changing thing. I always like to 
bring up ECT when discussing psychiatric care 'cause I think there's such an 
automatic stigma about it because I think the first thing that comes to mind when you 
think of ECT, at least for me, before I started working with some of these patients was 
one flew over the cuckoo's nest, or horror movies you see. And the treatment 
techniques have progressed so far since they were first introduced. And it can be such 
a life changing thing for these patients. You see them go from being catatonic in a 
wheelchair and not able to interact with their environment, to being full members of 
their community and walking around and you're working with them on strength and 
their balance and getting them back off that walker within a couple of weeks. And it 
can just be huge. And it would be no surprise to all those rehab professionals in the 
audience that exercise has an excellent treatment option for treatment resistant 
depression. We're gonna be touching on that later though in a bit more depth. So I will 
move on for now. So bipolar disorder is defined through these mood episodes. You 
have major depressive episodes and manic episodes. So the major depressive 
episodes diagnose the same as for MDD as we discussed with depression. Now, the 
manic episodes, so distinct period of abnormally or persistently elevated, expansive or 
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irritable mood. Abnormally and persistently increased goal directed activity or energy 
and lasts about a week or at least a week. It has to have three or more of the following. 
You have to have that inflated self esteem or grandiosity, decreased need for sleep 
while still feeling rested and more talkative. Sometimes you might hear the term 
pressured speech. So are they more talkative, but it's almost like the words are 
tumbling out and being pushed out and you see they have a flight of ideas or a 
subjective experience of their thoughts racing. They're very distractible. You see an 
increase in goal directed activity or psychomotor agitation. Finally, an excessive 
involvement in activities that have a high potential for painful consequences. So this 
can be painful consequences in terms of they go out and they gamble all their money 
away. It can be painful consequences in terms of doing something physically 
dangerous. So you can see this would easily come up on trauma units. I've seen 
patients in the general acute setting that were going through a manic episode of their 
bipolar one disorder and cross the highway because that's where they need to go. 
They need to go across the highway and they get hit by a car. So now we're treating 
this trauma with their co-morbid bipolar one disorder. So it very easily can lead to an 
admission to the hospital. So with bipolar two disorder, it's a little different. So you 
have to have, with bipolar one you get diagnostically speaking, you need at least one 
manic episode. They don't need to have a depressive episode to get the diagnosis. For 
bipolar two need at least one hypomanic episode and at least one major depressive 
episode. No manic episode. Oh yeah, no manic episodes. Sorry about that. So to be a 
little clear here.  
 
For bipolar two disorder, at least one hypomanic episode, which is a little different than 
manic. So hypomanic it's lasting at least four days. So perhaps not as long. Only three 
of the symptoms we talked about and sort of more and the episodes not severe 
enough to cause a marked impairment in functioning or to necessitate a 
hospitalization. And also there's no psychotic features. And if there is a psychotic 
feature, it automatically makes it manic. So for that bipolar two you got the hypomanic, 
you also have a depressive episode or there can be no actual manic episode. So there 
is a benefit change in the DSM-5 and how they organized bipolar disorder. So DSM is 
very cognizant of where they place disorders within the manual. The order they're 
placed in is purposeful. The chapter regarding bipolar disorder and related disorders 
they've placed between the chapters on schizophrenia and depressive disorders. So 
this was done purposefully to highlight that bipolar disorder as an in between of 
schizophrenia and a unipolar depression. It's a little controversial, but it is an 
interesting way to view it. It's not schizophrenia. You don't have the full blown 
schizophrenia, but you're also a little closer to that, the depressive disorders. So I 
found that in an interesting way to view it when in the grand scheme of mental illness. 
So delirium. So we're looking at neuropsychiatric syndrome involving a generalized 
disturbance of brain function that occurs in the context of physical illness. So this is the 
most prevalent psychiatric disorder in general hospital settings. And I know PTs and 
PTAs are seeing it daily, most likely. So prevalence rate of over 20%. So symptoms, 
we're looking at disturbances in three main domains. So cognitive, we're mainly 
looking at disturbance of consciousness and attention. So we're looking at level of 
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arousal and hyper arousal as well as some severe at attention. Circadian disturbance. 
We're looking at that altered sleep wake cycle. Sometimes you that complete switch of 
day and night. Higher order thinking disturbances is really more that disorganization of 
thought processes and impaired comprehension. So 40% of these patients will have 
psychotic features and their delirium. It typically develops over a few hours to days and 
fluctuates throughout the day. Typically worse at night in the evening versus morning 
or middle of the day. So some negative prognostic implications are these patients end 
up with longer hospital stays. They have more complications. In-hospital mortality 
rates. If worse functional recovery, increased chance of developing dementia and or 
requiring a stay in a nursing home. Is that something that each year the direct 
healthcare costs in the US for delirium is between 143 billion and $152 billion with a B. 
DSM-5 notes of delirium in the hospital typically lasts about a week. However, 
persistent delirium is not uncommon at all. It leads to the question that maybe it's not 
the episode of delirium the leads to the poor outcomes but rather that the patient 
doesn't ever fully recover. Systematic review by Co et al in 2009 found that patients 
diagnosed with delirium while inpatient 21% still met diagnostic criteria for delirium at 
six months after discharge from the hospital.  
 
So you also have that hypoactive versus hyperactive delirium. So hypoactive it's gonna 
be more common in patients with organ failure or dementia. It's more frequently 
misdelayed and has a poor diagnosis or poor prognosis, sorry than the hyperactive 
version. That hyperactive version, you're gonna see more in your younger patients. And 
it kind of makes sense, right? So if you imagine your hyperactive delirium patient, 
they're yelling, they're throwing things, they're trying to get out of bed. They are a 
patient demanding attention now from their healthcare workers. The nurses are in the 
room, people are trying to figure out what's going on. You cannot leave them alone. 
The hypoactive patient is very sleepy. And is not pressing that call button. They're not 
bothering anybody and it is much easier to miss 'cause they're not demanding that 
attention. So borderline personality disorder. So the DSM-5 diagnostic criteria for 
personality disorders in general is rather obtuse. And as the purpose of this course is 
not to really enable you to accurately diagnose anything. I'm gonna do more of just a 
highlight real on this. So personality disorders in general are enduring patterns of an 
inner experience and behavior that's inflexible and pervasive and causes clinically 
significant distress or impairment in the patient's social, occupational, or other areas of 
functioning. So while there were a handful of personality disorders in the DSM-5 such 
as schizotypal personality disorder or paranoid personality disorder, we're gonna focus 
on borderline personality disorder today, or BPD. So BPD is characterized by 
distressing disturbances and self image and impulsivity, problems with emotional 
regulation and pervasive problems with interpersonal relationships. So some common 
features of BPD are gonna be impulsivity, leading to self destructive behavior, 
emotional instability with a reactive mood, unstable and intense interpersonal 
relationships, difficulty controlling anger and frantic efforts to avoid real or imagined 
abandonment. And that abandonment issue can definitely come up in medical care 
and is one of the things that can lead to staff splitting with these patients. Hallen Moran 
wrote this amazing article in 2019 summarizing some just kind of in general, borderline 
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personality disorder, but also key considerations for the clinician patient relationship. 
So I'm gonna go over some of the things that they brought up and I think it's really 
helpful and I tend to refer back to their article some when I have these patients on a 
caseload. So collaboration is huge with these patients. It's really important to have this 
shared understanding of what the plan is and obviously, that's important with all your 
patients, but also just being very explicit with the plan is and making sure you're both 
on the same page. And not only both of you but also the entire treatment team. It's 
also very crucial to know yourself with these patients. So if the patient is going from 
one extreme emotion to another, it's not uncommon for that to trigger a reaction in the 
caregiver yourself. So if the patient is bouncing off the walls, the patient is angry, or if 
the patient is going from loving you at one moment and then being beyond distressed 
in another, it's gonna cause a reaction in you most likely, even if you're not expressing 
it in the room. So really being aware of what that reaction is of assessing that, how 
you're feeling going into the room, how are you feeling going out of the room, taking a 
couple minutes just to really ground yourself can be huge with your success with these 
patients. It's really important to maintain boundaries with these patients as well. So you 
wanna be clear about the limits of what you see can be offered. And you also wanna 
be clear about why that limit is in place. That's not just this thing you've decided that 
you're not gonna do that for them. It's just my role on the team is X, Y, Z today. As 
such, I can do X for you. I'll refer out why, yada, yada. It's also, this is interesting for 
me. They brought up this idea of responsibility for the patient's actions. So they really 
stress the importance of avoiding characterizing the behavior as manipulative, not just 
in your discussion of the patient's information, the patient's care, but also in your own 
mental kind of vision of the patient. That to try to frame it, not as this is a mandated 
action this person is taking, but this is an expression of their disease process that really 
can be a huge mind shift for some clinicians when you're working with these patients 
and it can just make working with them much more successful thing to be doing.  
 
So timing consistency is also huge. So you wanna, what can be challenging though is 
finding that balance between setting boundaries and creating a rapport. But it's 
especially important with these patients to make sure when you're consistent in 
maintaining those boundaries and just setting the expectation from the beginning can 
be huge. So functional movement disorder. Many different names. Historically it's been 
referred to as conversion disorder. You may have heard that a lot. The idea being that 
a psychological conflict is being converted into a somatic symptom. DSM-5 still refers 
to it as such as the conversion disorder. There's this move away from conversion 
disorder in many communities to try to include the term functional in there. So you hear 
functional neurological symptom disorder, functional movement disorder, functional 
motor disorder, all talking about the same stuff. Some key features here are symptoms 
of weakness, paralysis, tremor, dystonia and are not caused by standard neurological 
disease. The onset is generalized, is usually acute, but can be a gradual onset. It's rare 
before 10 years old and seldom presents for the first time after 35 years old. It's often 
thought as a diagnostic exclusion. What we're gonna touch on later how some physical 
tests can be a little more definitive and really being more definitive with that diagnosis 
can be huge with success with these patients. Have a better prognosis with an acute 
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onset if there's a clearly identifiable stress in the patient's life. If is a short time between 
onset of symptoms and treatment being started, there is a poor prognosis for patients 
with personality disorders. And we're gonna touch later, much more in depth on PT's 
role with this population. So we are now gonna go on to covering some medical 
diagnosis. And the idea here is more that I'm looking at some major categories of a 
medical diagnosis you're gonna see in general acute and we're gonna look at how 
these psychiatric diagnoses are interacting with a medical diagnosis. So we're gonna 
cover cardiac disease, lung disease, cancer, neurological disorders, kidney disease, 
and finally, liver disease. So first up is cardiac disease. So there's a close relationship 
between heart disease and anxiety or depression. So 50% of patients diagnosed with 
acute coronary syndrome demonstrated anxiety and 25% experience as much anxiety 
as an average patient on an inpatient psychiatric unit. So this is huge to keep in mind 
with these patients. Also, high rates of PTSD within this population. So eight to 16% 
can be diagnosed with PTSD after a cabbage or an MI. It's also very common with 
patients that have had device shock from a pacemaker. I had patients described to me 
the experience of having the device go off as just suddenly being hit by a baseball bat. 
So just that fear of this coming back of triggering anything that might do it. Very high 
PTSD with these patients. So depression is huge here. So depression is an 
independent risk factor for cardiac disease. In CHF patients, you actually see it at a 
40%. So 40% of those patients are gonna have a depression diagnosis. I wanna touch 
on the SADHART study. This is interesting. This is setraline anti-depression heart 
attack trial by Glassman et al.  
 
And this is double blind placebo controlled randomized clinical trial comparing the 
safety and efficacy of setraline and SSRI versus placebo in patients with ACS and 
major depression. So they found that the severity of depression within a few weeks of 
hospitalization for ACS or a failure of depression to improve during the six months post 
MI predicted more than a doubling of mortality at follow up. Also, this is the 
INTERHEART study, which is huge in this population as well. So this was looking at the 
attributable risk of development of an MI. Was carried out across 52 countries and it 
found that psychological risk factors accounted for 32.5% of the attributable risk for 
MI. So they considered psychological risk factors as including stress, low perceived 
inability to control one's life as well as depression. So this 32.5% that was attributable 
to psychological risks factors, it's a little less than smoking, but it's actually more than 
hypertension and obesity. So you think of how much you think of hypertension or 
obesity as a risk factor for MI and they found here that possibly psychological risk 
factors were higher than that. Finally, we have a Heart and Soul study I wanted to 
touch on. So this is Willy et al. It was a longitudinal study of more than 1,000 stable 
coronary heart disease patients in the San Francisco Bay area. So 10% of patients with 
moderate to severe depressive symptoms had a heart attack, stroke, or angina over 
the time period they followed them compared to 6.7% of patients without depression. 
So his theory here was he found that these patients were less likely to take care of 
themselves. He felt so that especially keep up with any sort of exercise program and 
this was a factor he found to be most associated with cardiac events. So the good 
thing to keep in mind with our patients here. So you're depressed, you're less likely to 
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participate in those exercise activities, more likely to lead to some of these diseases. 
And we're gonna touch on that a little bit later with our PT portion of the course. Next 
we're gonna be going over the lung disease. So COPD or chronic obstructive lung 
disease is the fourth leading cause of death in the US affecting about 14% of the adult 
population. It develops most often in longterm smokers. So there's a higher rate of 
smoking in patients with depression, anxiety and schizophrenia and the idea here is 
that there might be a self-medication going on. The thought is that it may improve the 
negative symptoms and overcome some of the side effects of the antipsychotic 
medications that can cause anedonia in patients with schizophrenia. COPD itself is a 
risk factor for psychiatric conditions such as depression, anxiety, as well as 
schizophrenia here. So depression have a lifetime risk factor of about 40% in the 
general population, 60% and severe COPD. The fact here though is also that that 
depression could be related to a chronic hypoxemia related to the disease process and 
similar with anxiety. You get this bi-directional relationship and the idea is that the 
anxiety and the COPD could have a bit of a common pathophysiology. So anxiety can 
increase that respiratory rate. Then the rapid shallow breathing pattern markedly 
worsens just dystonia in COPD patients. So you've got this dyspnea, anxiety, dyspnea 
cycle. So the patient emotionally responds to being breathless, which then 
exacerbates a feeling of breathlessness, which then makes it more breathless. You see 
this going down, this worsening and worsening feedback loop. Also with all your 
transplant patients.  
 
So post-transplant. In terms of with lung disease. So after that post lung transplant, 
you really do see a high rate of dysfunctional breathing patterns in this population. So 
they've spent a long period of time not breathing, adjusting their breathing to their 
physiology. And then they get their new lungs. They may not necessarily need to 
breathe in that pattern anymore, but that's the movement they've learned. And so that 
can be an anxiety producing thing. And all of our transplant patients, not just lung, but 
also heart or liver, now pancreas. You're gonna see they've been 
immunocompromised. And so the idea here being that balance between rejection and 
infection. So if we completely knock out their immune system, they won't reject the 
organ, but they will get every infection under the sun. If we just... Just treat the 
rejection. Same thing we're running into problems on either side of it. Really have to 
find that balance. These immunosuppressive agents really do have a fair amount of 
psychiatric side effects. So you look at corticosteroids such as prednisone can lead to 
depression, insomnia, mania, confusion, agitation, they're not uncommon side effects 
to high dose steroids. And then also calcinerum inhibitors. So you hear about TAC or , 
Their TAC levels being drawn. Can really lead to a lot of depression, confusion and 
seizures. So this is something to keep an eye out on all these patients. The cancer 
diagnosis. There's this great JAMA article in 2016 by Lou et al that found that there 
was a highly increased risk of depression, anxiety, substance abuse, somatoform or 
conversion disorder and stress reaction or adjustment disorder starting 10 months 
before the cancer diagnosis, peaking during the first week after diagnosis, then 
decreasing rapidly, but with continued increased rates for about 10 years after that 
diagnosis of cancer. So working in acute care, we're often seeing patients during that 
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initial workup and diagnosis portion of the disease. So really what could the the top of 
their anxiety and depression symptoms. There's also some thoughts about the 
physiological, the psychological stress of the condition plus the effect of the 
biomechanical substances associated with cancer, increasing the rate of depression. 
So the idea that the cytokines released by cancer, that by the cancer process and the 
treatment of the cancer itself can contribute to the symptoms of depression in the 
patient with the cancer, not just the psychological stress of their condition. So 
neurological disorders. Depression rates post-stroke are huge. So 40 to 50% of 
patients post-stroke are gonna develop depression within five years of that stroke. Left 
hemisphere lesions are particularly associated with depression, especially close to the 
left frontal lobe. You're gonna see it more likely. I know where I work, we tend to do a 
PHQ-9. So patient health questionnaire nine for all our patients who've had a stroke. 
So it's self administered, screening for depression, highly sensitive, kind of interesting 
because it's nine questions asking about a series of things such as having little interest 
or pleasure in doing things, trouble falling asleep or staying asleep, feeling tired, having 
no energy, thoughts of that you'd be better off dead. So these things may sound 
familiar because they are those diagnostic criteria that we went over right for MDD. So 
we're essentially seeing if the patient's hitting requirements for depression. You also 
see disinhibition syndromes with these patients post stroke, depending on site stroke, 
obviously. Right-sided tend to feel more orbitofrontal and vaso temporal courtesies or 
prefrontal cortices, stroke lesion locations. So these can range for that mildly 
inappropriate social behavior to a full blown mania depending on the patient and the 
site of lesion.  
 
It's also important to think about our patients with epilepsy here. So 50 to 60% of 
patients with epilepsy will have a psychiatric symptoms, particularly common with 
patients with partial complex seizures. Most likely you're gonna see mood anxiety or 
psychotic disorders. But also anti epileptic drugs themselves increase the risk of 
depression. It's important to note, the many psychotropic medications have a seizure 
threshold lowering effect. So it can make it less likely that your patients that are at 
increased risk of seizures such as opposed to TBI or the intercranial tumors to be 
treated with those psychiatric or the psychotropic medications. So if they have a 
comorbid diagnosis between the two, it could lead to a lack of control of that 
psychiatric condition. So now we're gonna be looking at kidney disease. So it's 
estimated that 27 million people in the US are diagnosed with end stage renal disease 
annually. Now dialysis. So you get that hemo dialysis versus the peritoneal dialysis. So 
both are gonna require a high level dependency on a machine. So this can be 
particularly challenging for really independent patients, but it can also be triggering for 
more dependent personality types. So it can lead to more learned helplessness in 
these patients. So depression with these patients is gonna be that most common 
psychiatric complication with patients with kidney disease, especially once if it's 
leading to dialysis, it's really a change in how the patient sees themselves and affects 
nearly all aspects of their life from work to home to social. There's just a higher rate of 
suicide than normal in a healthy population. Also, the electrolyte imbalance that can 
come on from kidney disease really increases our risk of delirium. I haven't seen this 
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personally, but in my research I've found that there's support, there's research 
supporting the ideas that there can be some self denial of treatment with patients with 
kidney disease. It's a higher rate than elsewhere at least, which can be some 
challenges in receiving psychiatric care. There can be a tendency for them to feel 
overdoctored and research has shown a higher success, a success rate of treatment 
with combining psychiatric care with health care they're already receiving such as 
they're a dialysis appointments. So this can be a good thing to keep in mind as a 
physical therapist when you're writing home exercise programs or when you're just 
planning follow up care that these patients are already receiving intensive medical care 
several days a week. For quite some time, that commitment, you're asking for 
something on top of that. So is there any way to combine things? Is there any way to 
give them some exercises to do while they're having dialysis or before dialysis or 
timing it with that activity that's already so pervasive in their lives? Alright, so liver 
disease. So liver disease in psychiatric comorbidities is a bit of a chicken and egg 
situation. So you get high rate of liver disease among patients with psychiatric 
disorders, but at the same time, liver disease creates neuropsychiatric symptoms itself. 
So this idea is, a good example of this is hepatitis C. so 2% of the US population has 
Hep-C. 20% of severely mentally ill patients have Hep-C. 40% of higher of substance 
use disorder individuals have Hep-C.  
 
So this question becomes, is the Hep-C causing a psychiatric condition or are you 
more likely to have a substance use disorder, which is a high risk behavior that can 
lead to Hep-C if you have a psychiatric condition? So as neuropsychiatric symptoms, 
the level of impairment seems to correlate with the degree of liver damage. So that 
cognitive impairment, range to mild to full blown hepatic encephalopathy. Earlier in the 
disease process, you're gonna see more of that concentration and complex attention 
issues. Later in the disease process, more problems with psychomotor speed learning, 
mental flexibility, high rates of fatigue. So it's somewhat unclear if the fatigue is 
triggered by something specific to liver disease or rather that that patients with liver 
disease are at the same risk for lack of exercise and mood disorders and metabolic 
disorders as patients with other physical illnesses. A little unclear if this is a separate 
thing for liver disease. For depression, anxiety in these patients, there's no correlation 
between the actual severity of the liver disease and the depression or anxiety levels in 
this population. So hepatic encephalopathy is huge with these patients, especially in 
acute. Sometimes this is why they're being admitted to the hospital. So this is a 
reversible decline in neuropsychiatric function associated with a worsening of liver 
function. So you see those disturbances in consciousness and mood, behavior and 
cognition. It's not the clearest pathophysiology. However, it is known that raised 
amounts of ammonia levels are involved. So often you're gonna see these patients on 
lactulose to try to lower that ammonia level. And while lactulose can be a very life 
affecting medication. So the constant need to be near a bathroom, can really limit your 
social engagement. It can be an embarrassing thing for patients. And so sometimes 
they're self removing themselves from these medications over periods of time. And that 
can lead to worsening of ammonia levels or seeing over half that hepatic 
encephalopathy and then an admission to your inpatient setting. So now what we're 
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gonna go over is physical therapy's role with these patients. So we wanna talk about 
activities effect in this population. We're gonna go over mindful movement practice. 
We're gonna go over specifically, functional movement disorder and our role as 
physical therapists and referring out, which is huge with this population. So activities 
effect. So exercise is found to be an excellent component of treatment of depression. 
So especially treatment resistant depression would be particularly beneficial later in 
life. This is a bit of a circular problem here. So because exercise benefits patients with 
depression and anxiety, this is well founded. However, patients with and anxiety often 
find it hard to consistently exercise. So our role as physical therapists really can be to 
help guide that process. To reinforce, to give a program, to give accountability, to give 
structure. So what is this challenging situation for people? This great study was looking 
at this is Melania and Latvia in 2007 was looking at cardiac rehab and depression 
rates. It's real interesting here. So they found depressed patients that completed the 
cardiac rehab program had a 73% lower mortality rate than those who dropped out. 
And depressive symptoms decreased by 63% in patients that completed the program. 
So once again, PTs role as exercise experts here can really guide the patient through a 
structured program. And this really starts in the hospital. I think right now I'm practicing 
more and more with patients in a cardiac setting and I tend to always have a 
conversation with them about cardiac rehab on my last day with them about, this is my 
recommendation, this is why it's my recommendation. I highly recommended it. I'm 
pushing the recommendation, all these recommendations. But the idea that you as the 
expert here are being very clear that this is a system that needs to be followed through 
with. This idea that you need a structured setting to really get these patients the most 
out of their care.  
 
So one technique I wanna touch on that can be invaluable with patients with anxiety or 
poor attention is mindful movement practice. So personally I find it very helpful with 
patients with pulmonary diagnosis with that dysfunctional breathing pattern. And I use 
it a lot with my post transplant patients, especially with any anxiety related to HEPA 
mask. So we have all our patients when they leave the room post transplant, they have 
a HEPA mask on. That could be very anxiety triggering, especially to our lung 
transplant patients, but also to our cardiac transplants. And they can be a very anxiety 
producing thing. So the idea behind basic mindfulness is you're paying attention on 
purpose, moment by moment without judgment. It's typically taught stationary. So kind 
of a seated meditation practice for patients that are highly anxious. This can be 
especially challenging. So the idea of sitting and clearing your mind and being mindful 
about something for 30 seconds even can be very challenging and anxiety producing 
for some of these patients. So the idea here is that by linking a mindfulness practice to 
a movement that the patient can perform. Such as walking or weight shifts or exercise. 
We can create a sense of calmness and we can make movement and exercise a safe 
space for patients. The mindfulness practice itself can take many farms. I often use 
controlled breathing or counting, but right now, we're gonna do a quick example. So 
you're gonna act along with me at home. So one of the common applications I use this 
with is with home exercise programs or walking. And we're gonna do it seated exercise 
one right now. So we're gonna do seated knee extension. So the way I typically 
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present this to a patient, I introduce it as saying, an important thing I wanna work on is 
linking your breath to your movement. It's really important that we get that key 
together. And so if what we're gonna start with is just knee extension. You're gonna 
set, you're gonna kick your right leg out and bring it back. So what I'm gonna have you 
do is as you kick that leg out, you're gonna blow your air, you're gonna take a deep 
breath in. As you bring your leg down, blow that air out. You'll see that again. Deep 
breath in, up blow that out as you come down. In and out. Deep breath in. Come up 
and out on the way, down, good. So now if they're doing okay with that, I start queuing 
for like upright posture. And as I do that diaphragmatic breathing. So as back to our 
example as we kick out. Okay, sit up nice and tall. Good, blow the air out. Good, now 
can you breathe into your belly? Put your hand on your belly. Good, breathe in and 
blow out. Good. So also having them put one hand on the belly, now we have a harder 
balance exercise or engaging that core a little bit more. We're getting into that 
diaphragmatic breathing.  
 
So now they're being mindfully attending to several things there. So they're paying 
attention to the leg movements. They're paying attention to the breath, they're paying 
attention to where they're breathing at. They're paying attention to their hand on their 
belly. These are all things that are diverting attention away, we're creating that 
movement of calmness for them. So when you're thinking about setup for running this, 
things I wanna think about is trying to create a low arousal environment, which is 
hugely challenging in acute care. But things you can do. Close the door is a big one. If 
you're doing a walking practice, which we're gonna talk about in a little bit here, taking 
them to the end of the hallway, anywhere that is a little bit quieter possibly. Turning off 
the TV, having family members participate with you, things like that. But sometimes 
you just can't get away from noise. I've done this in the emergency room and you're in 
a room with three feet away from you is another patient and three feet on the other side 
is another patient and it's loud and everything's beeping, people are running around. 
It's an emergency room. Sometimes I'll open though before we kind of start the 
exercise, you can say like, I noticed there's a lot of noise in here. I really like to think of 
the noise in here as these are all the sounds of people helping. These are all these 
people here, you being in the right place. These are people that are here to help. These 
are people looking out for you. Let's just hear everybody helping for a moment. There's 
kind of resetting that expectation of, yeah, I'm hearing beeping. Yeah, I'm hearing 
people talking, but this is a good thing. These are helpful things. Things are helpful 
people and sometimes that helps them dismiss the sound a little bit more. Really like to 
choose a slow movement as much as possible. 'Cause for a lot of these patients I'm 
doing it because they're highly anxious and quick movement, if I'm looking into their 
breath, it's just gonna increase the breath rate. Also using visual cues or mirroring the 
patient. You might notice while we were doing the example I was taking, I was making 
the noise of a breath out. Visual cues of even if I'm not doing the exercise with them 
moving my arm up as they're moving, moving down, moving in, kind of exaggerating 
those movements to really cue. I tend to find it easier for patients to do this with their 
eyes open. But you can always experiment if you think it might be helpful for 
somebody if they're getting visually overwhelmed by something, having them close 



 
	

15	
	

their eyes. But I've found that have most of these patients having them close their 
eyes, they get a little more internally preoccupied about their anxiety. It also can be 
harder for me to tell if they're paying attention. So options for mindfulness practice. 
You obviously have lots of options here, but you wanna really try to draw the patient's 
attention to well, the things I tend to do is timing the breath to a movement. Also, 
counting movements can be helpful. I tend to use this more with my patients that are 
having problems with attention to task. So the idea of being here, patients that are all 
over the place. Okay, you're gonna count your next 10 steps. We're gonna count to 10. 
So one, two, three as they're stepping. Now we're attending to something and I give 
them something simple to attend to that's related to the movement I'm trying to get. 
And you obviously have lots of options related to what the movement is. I always tend 
to do it with home exercise programs. So as I'm teaching the exercise program, you do 
the breathing. So just like we did with the knee extension. So if I'm issuing them a knee 
extension exercise, I'm teaching it this way. Also, I'll do this sometimes prior to 
initiating the whole treatment session. So if we're sitting on the edge of the bed and 
we're about to get up and move. let's go over that exercise program. We'll do it as a 
mindful movement practice and then start our session. And sometimes I really can get 
them keyed in a little bit more. Also, I can link it quite a bit to predate with my patients 
that get anxious when they start walking.  
 
So a lot of those patients with dysfunctional breathing patterns. It can be pretty good 
until you start getting them walking. They're okay sitting, they're okay with gentle 
movement and then you start to get them moving and they get immediately anxious 
and they're moving 50 miles an hour and now their breath is out of control. So starting 
them with prepaid activities, linking breath to it. So the weight shift right and left, up on 
your toes, back down, tapping your toes, marching in place, and then moving on to 
ambulation. Linking breath in with a step to the right, breath out, the step to the left. Or 
I've had patients that are walking way too fast and I can't slow them down enough for 
that, it becomes breath in step one, step two, breath out, step three, step four. Breath 
in, step one, step two breath out, step three, step four. But it really depends on what 
you're doing and then you try to back them off obviously. You can't do a stair training 
as well. I've had a few patients that are very anxious regarding stairs and we kind of 
tried to link the breadth to that to give them another thing to attend to. I was gonna be 
really helpful with phobic situations. So a little bit more basic mindfulness with this, and 
I've had patients really afraid of falling, but incorporating, you can do that basic 
mindfulness of let's visualize us doing the activity. We're breathing in as we're standing 
up in our mind and we're breathing out as we're maintaining our balance. So it tends to 
be with those phobic situations with a little bit more of an imagined movement. But it's 
possible you can be creative with these things. But I've found it hugely successful with 
these patients. And I think it's definitely something that you all have the skill set to 
implement day one. So I wanna talk about functional movement disorder. So there's 
this great article by Nielsen et al in 2014 called Physiotherapy for Functional Motor 
Disorders: A Consensus Recommendation. I tend to pull this up whenever I have 
patients with functional movement disorder, just as a reference. I think it's a great 
reminder of some of the techniques you wanna use. So some primary treatment 



 
	

16	
	

techniques I wanna go over. So education is huge with these patients. You've gotta 
have a good understanding of how the patient understands their condition before you 
try to build on that education at all. And it's important that the patient understands that 
their healthcare team accepts that they have a genuine problem and their problem is 
potentially reversible, that there's a problem with the function of the nervous system, 
not damage to the nervous system. So that's huge. So that's one of the reasons 
they're really pushing that including function in the name rather than conversion 
disorder. So function of the nervous system, not damage to the nervous system. It's 
important to understand how they understand their diagnosis. So useful parts here are 
gonna be using that word functional instead of psychogenic. Explain to the patient that 
symptoms are common. The symptoms you're seeing in them right now are not 
unusual and they've commonly been seen by the physical therapist treating them. If 
that's not true, if this is the first patient you've seen with this, presenting it as this is not 
an uncommon thing for physical therapists to see and treat.  
 
Also you wanna explain that symptoms can get better. This isn't, I'm not trying to make 
it so that you can just function. I'm trying to improve these symptoms. So that's 
something we're working towards. You wanna explain that there's a wide variety of 
factors that can be involved with triggering symptoms. It's not just one thing. There can 
be a tendency to really, for these patients get focused in on those. This one thing that's 
causing it. I fixed this one thing and just be like, maybe we don't need to fully 
understand that. Maybe we just need to try a treatment technique. Maybe just need to 
move forward. And also this can be huge. Describing PTs role as retraining the nervous 
system. So that idea that is not functioning properly. Not that I'm not healing the 
nervous system, I'm not fixing the nervous system, I'm retraining the nervous system. 
So more primary treatment techniques. So it's important to, you can demonstrate that 
normal movement can occur or that abnormal movement can stop, can be a real 
powerful way of getting a doubtful patient on board with the treatment. This is kind of 
coming back to that idea of is functional movement disorder a diagnosis of exclusion? 
'Cause I feel like it's presented sometimes as this person has this leg weakness, this 
person has this symptom, we've worked them up for everything. Nothing is positive. 
So it's gotta be this thing. It's hard to talk a patient into something like that because if 
you're saying you've done all these tests, then what if there's another test you haven't 
heard of that's positive. So if you can show them something that really points at, I'm 
very confident in this diagnosis, that can be huge. So something's here. So Hoover 
sign. There's this weakness of hip extension that returns to normal with contralateral 
hip flection against resistance. And so I'm gonna actually just read this quote to you 
from this article 'cause I think it's such a great example. They do you know how to 
present this to a patient. Say, okay, I can see that when you try to push that leg down 
on the floor, it's weak. In fact, the harder you try, the weaker it becomes. But when you 
are lifting up your other leg, can you feel that the movement in your bad leg comes 
back to normal? Your affected leg is working much better when you move your good 
leg. What this tells me is that your brain is having difficulties sending messages to the 
leg, but that problem improves when you are distracted and trying to move your other 
leg. That also shows us that the weakness must be reversible and can't be due to 
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damage. So I think that's so interesting because they really go through this whole 
process of like, hey, do you feel this thing? I'm noticing this thing. Do you feel this 
thing? Okay, so you're getting the patient's buy-in there. Saying, so since in some 
situations we can get it to work, it's gotta be functional. So it has to be that it's 
reversible, that it's not due to damage. And that can be a hugely relieving thing for 
these patients. So you have the hip abductor sign, which is very similar, is that 
weakness of a hip abduction that returns to normal with a contralateral hip abduction 
against resistance is pretty similar to the Hoover sign. And also you get distraction and 
entrainment of tremor for those patients that have a tremor as part of their symptom. 
So here we see the tremor goes away by asking the patient to copy rhythmic 
movements or generate these ballistic movements with the contralateral limb. So 
examples here are doing index. Tapping at different speeds. It can be huge here if you 
can get, if you ask the patient and obviously if it's appropriate in your setting or where 
you work to film this part. So the hey, is it possible if I film this on your cell phone? 
Okay. Let's get you doing these exercises.  
 
So with your opposite side, we're gonna do this finger taps, we're gonna do more and 
more. We're gonna introduce these ballistic movements. And with that, you can 
actually show them on tape. Hey, do you see how this is better controlled? And you 
come back to that same argument. So with this tells me, is your brain having difficulty 
sending messages? So it's not a damage. It's we need to retrain this portion of your 
brain. It's also important to train movement with diverted attention in these patients. So 
same sort of thing that we're seeing with those tests. So some cognitive tasks you can 
add in. So adding in calculation, adding conversation, adding music. So calculation, I 
tend to do. Count backwards from a hundred by threes or count backwards by seven. 
Something that isn't massively difficult but needs enough attention that it's gonna 
divert them away. Also, you can look at task-oriented exercises. So changing the 
speed of gait can help making a trimmer voluntary and then changing the size and 
speed of the action. Also sitting on an unstable surface can add in enough. Edge of the 
bed can be a pretty unstable surface. You also wanna focus on changing maladaptive 
behaviors related to those symptoms. So I tend to see these with assisted devices. 
And this can be challenging because you don't want your patient to fall. But if they 
don't need the walker, how can we get them work off the walker. So it's something to 
keep in mind. Those maladaptive behaviors. So referring with these patients is so 
huge. So just as we screen patients for cardiac and pulmonary issues, to provide 
treatment to a patient as a whole, we really have to screen for psychiatric issues within 
our scope of practice. So for multidisciplinary approach to work, multiple disciplines 
have to be at the table. And it's also your role with these patients to really encourage 
that follow up care. So now I wanna go over some communication techniques. So 
we're gonna be covering motivational interviewing briefly and we're gonna be talking 
about some handling of disruptive symptoms. So motivational interviewing. This is a 
topic you can spend a lifetime working on. So I mean a brief touching in a two-hour 
webinar is not exactly gonna get you up and running, but I think there are some great 
ideas in here that you can touch on and if it's something you're interested in to explore 
more. And so motivational interviewing was developed by William Miller and Steven 



 
	

18	
	

Rollnick from their work with helping people with substance use addictions. So 
originally, it was just used for patients with addiction problems, but it's since been 
found helpful in a much wider situations and is commonly used in therapies like 
counseling sessions. So to define motivational interviewing is described as a 
collaborative goal-oriented style of communication with particular attention to the 
language of change. So that's the real takeaway here is we're working with patients 
that we're trying to initiate a change in. So with PT, one of the things that could be a 
change in is doing an exercise program. Introducing a home exercise program or 
activity into their lives. So these four guiding principles of motivational interviewing. 
We're looking at first, resisting the righting reflex is a big thing that comes up here. So 
their idea is, "roll with the patient's concerns" instead of immediately trying to correct 
or confront them. So when the patient explains to you what their problem is, not 
immediately jumping in and be like, oh, well here's the solution, here's what we can do. 
Rather engaging in the conversation. Next thing is really understand and explore the 
patient's motivations for change. So it's important to not just jump to the obvious 
reason the patient should make the change in your eyes, but rather explore the positive 
and negatives of making a change.  
 
So it might be really obvious to you that you really should be doing this exercise 
program because you're deconditioned and if you continue being deconditioned, 
you're gonna get weaker and not be able to go home and you go down the whole 
rabbit hole. But really asking the patient or finding out why do you wanna make a 
change? Why do you think it's important to get stronger or not get stronger? What's 
the positives and negatives here? And then once they can be explicit with their positive 
and negative. So, a positive to getting out of bed and doing your exercise is that you're 
gonna stop, you're not gonna get weaker, you're gonna get a little stronger, you're 
gonna be able to go home XYZ. The negative would be, I'm really comfortable in bed. 
My lunch has got here, I wanna eat it, I'm tired. So sometimes being explicit with those 
and putting them side by side can be a great tool in motivating those patients to see 
which side's more important to them. Those are important to listen with empathy. So 
this is not to say that you're agreeing with everything the patient says, but rather that 
you're compassionately attempting to understand how they came to their decision. 
That's important in motivational interviewing, this idea of empowering the patient. So 
acknowledging that change is hard, that we're asking something from them that's not 
easy and giving positive feedback about that can really lead to further change. So 
another thing motivational interviewing comes down to is these pivotal interviewing 
techniques they refer to as OARS. So it's this acronym they've come up with. So open 
questions, affirming responses and reflective listening. So open questions. So they 
really wanna focus on those open questions. So an example here would be, what do 
you hope to get out of physical therapy? It's kind of the classic question. But one that 
they give that I think can be huge with your patients that are really facing a challenging 
situation or feeling anxious or depressed about it is in the past, how have you 
overcome challenging situations? So getting them involved with how are we gonna 
help you in this situation? So affirming responses. Once again, this is not just saying 
yes to everything the patient's saying. This kind is twofold technique that motivational 
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interviewing supports here. So this idea that the person practicing motivational 
interviewing affirms the inherent worth of the person they're interviewing as a fellow 
human being throughout the process and then two, you're providing direct affirmation 
of the patient's work in progress throughout. So really, I acknowledge you have worth 
as a person regardless of what happens here. And I'm gonna affirm that of the things 
that you're doing to try, I'm gonna acknowledge it, 'cause we're accepting that change 
is difficult. So reflective listening. So the idea here is you're essentially almost making a 
guess about what the person you're interviewing meant and reflecting it back to them 
in the interview. So for example, like if they're like, I don't like walking because I get 
pain in my chest. Your response might be, you're afraid that you'll have another heart 
attack. So you notice it's not, are you afraid you're gonna have another heart attack? 
'Cause we're not asking yes or no questions. But note that this can go super badly if 
it's not done well. And practice really makes perfect but more than a brief interview, 
overview like I was saying of these topics is probably gonna be a good idea before fully 
implementing this in clinic. But it's a good thing to think about of what's the emotion 
that's underlining your patient statements and really trying to get down to those. And I 
mean, go ahead and give it a try if you're up for it. But just being aware of, with the 
wrong patient, it could definitely be a rapport ruining your situation. So processes of 
motivational interviewing. So the idea is that you can use the guiding principles and 
those OARS to guide the patient through these processes.  
 
So we're looking at engaging, focusing, evoking, and planning. So with engaging, just 
getting the patient actively involved in their care. Versus focusing, we're doing a little 
more collaboratively determining specific goal. So making sure we're specific with that 
goal. Planning is really that ongoing discussion of the patient's specific plan to reach 
their goal. And evoking is really kind of the heart and soul of what they're trying to get 
to with motivational interviewing. It's the process of listening and guiding the 
conversation to lead the patient to understanding what they wanna achieve, what 
attitudes and behaviors will help them get there and what their motivations are in 
general. So I think really when you were having patients that little more challenging, 
they were having a hard time getting to, sometimes checking your communication 
technique against some of these ideas can be a great tool. I think if this is something 
you're interested in more in depth classes is an excellent research as well as the 
motivational interviewing text is very helpful. So I wanna go over handling disruptive 
symptoms 'cause handling disruptive symptoms can be very challenging when a 
patient's mental illnesses in play. So I'm gonna touch on a few techniques you can use. 
First I wanna touch on preventing and violence. So there are three general types of 
violent behavior. You have reaction to or expression of a psychotic symptom. This is 
relatively rare. It's based purely on delusions and since it's based purely on delusions, 
it's not gonna respond to raising your discussion. Your role as a healthcare provider in 
this setting is to disengage and to escalate up the chain as appropriate in this situation. 
So it's not your role to fix this problem. Another general type of violent behavior is a 
loss of control and subsequent lashing out. And we definitely can see this in the 
hospital or in any inpatient setting. There's a general loss of control. You don't have 
control over things such as what you're wearing, when you get up. Can you get out of 
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bed? What are your eating that day? And really can lead to slashing out. So the idea 
here is to try to recognize cues for your patients specifically you're working with, and 
this is important information to pass on to other team members. And I had a patient 
that would lash out, and one of his warning signs was he'd start repeating his speech. 
He'd start hitting the same couple of words again and again. And so as somebody 
coming into work with, as somebody passing off this patient to someone else, that's an 
important piece of information to pass on. Because in these situations, you wanna stay 
calm, you wanna communicate your expectation that the patient maintains their control 
and you wanna establish or reiterate those limits. So you're gonna say, see, you're 
getting upset. Remember we talked about XYZ? You wanna give as much physical and 
emotional distance as possible. So this is not the situation where you're gonna be 
there and have their back or anything. And also you're not gonna emotionally react to 
the loss of control. And part of your role is just assuring your own safety. At the end of 
the day, you have to keep that in mind. So another general type of violent behavior is 
gestures or threats of violence given primarily to control others or to get one's own 
way.  
 
So here it's really the multidisciplinary team that's important and limit setting needs to 
be consistent from all members of the team and it needs to be understood by all 
members of the team and agreed upon with the patient. So the next disruptive 
symptom that I wanna talk about is hallucinations. So something you might notice the 
patient doing. You might see them talking to themselves in a conversational or 
emotional way. Laughing, smiling or frowning for no apparent reason and just 
appearing to see something that you can't see yourself in the room. So things you 
wanna do in these situations. You wanna ask if they saw or heard something. And 
sometimes you get that patient handoff where it's like, I think they might be 
hallucinating. Ask them. You see them laughing at or something. Hey, but what's so 
funny? Do you see something over there? Ask how they feel about the situation. How 
does that make you feel? 'Cause you're trying to find out, are they distressed by it? Is it 
just harm, we're not worried about it? Is it scary? How do they feel about it? You can 
also briefly discuss the possibility that the experience is a symptom or hallucination. So 
I had a patient recently that was saying one way I'll ask this question sometimes is, do 
you ever hear see things that other people don't hear or see? A lady I was seeing said, 
"There's something in the room, "but when I look, I can't see it." I was like, do you 
think that might, do you think it's possible that you're experiencing that because of the 
medication you're on and how sick you are in the hospital? And she was like, "Yeah, 
yeah, I know. "It's definitely because I'm in the hospital." So just kind of normalizing 
that a little bit and being like, okay, are we all on the same page. And you don't wanna 
do. You don't wanna act shocked or alarmed. It's just gonna worsen the situation. You 
also don't wanna tell them it's not real or just casually dismiss it. You don't wanna 
enter in, just tell them it's not important because this is an expression of their reality in 
the moment. This is what they're experiencing. So telling them it's not real is not 
exactly helpful. You don't wanna enter lengthy discussion about the hallucination 
either. So we don't wanna dwell on it. A couple brief questions just to kind of find out 
what's going on so you can pass this on to the nurse and the medical team is helpful. 
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But a lengthy discussion is not gonna get you anywhere 'cause once again, this is a 
symptom of something. It's not the actual problem. So delusions, right? Things you 
wanna do if patients are discussing delusions with you. So you wanna listen neutrally, 
you're calm, you're respectful to them, and then you wanna lead the conversation 
away from the delusional contact. You don't wanna dwell on it. I had a patient that one 
of his delusions was that he founded the hospital I work in. And he would bring up a 
lot. So he'd always be like, "Well, when I founded this hospital." You didn't found the 
hospital. But you just move the conversation away from it. You don't have to, you don't 
argue with them about it, but we'll talk about something else. If they insist on 
discussing it and they kind of keep coming back to it, you couldn't really just explicitly 
say, I don't wanna talk about that or change the subject. Just be very clear with, we're 
gonna talk about something else. We're gonna focus on the thing we're working on 
right now instead. If they really insist on discussing it with you instead of just 
mentioning it, you can say you don't know. You can explicitly just acknowledge that's 
the reality and explain that there's a difference in perception between the two of you. 
But then once again, after every time you're making a statement, coming back to that, 
let's focus on the thing at hand.  
 
Some things you don't wanna do. You don't wanna try to convince or argue someone 
out of their delusion. Once again, this is a symptom. It's not your role or helpful to have 
you try to argue with somebody about what's going on. You also don't wanna question 
or discuss the delusion in great detail. So like back to that patient that was saying, I 
founded the hospital you work at. I'm not gonna go, yeah, this hospital was founded 
100 years ago. How do you explain that you're 35. So that's not helpful. We're not 
getting into a debate about his delusion. It's a symptom of his illness. And once again, 
just always coming back with delusions to moving the conversation along. So bizarre 
behavior can be a challenging thing. So some of these things would be sometimes you 
see with patients rocking or with patients with OCD, sometimes it's taps to a certain 
amount. So, every time I have to count things as we're going, I have to tap my pen five 
times before I leave the room, things like that. So things you wanna with these patients. 
You wanna stay calm and nonjudgmental. You also wanna be concise and direct with 
your instructions. So staying calm and nonjudgmental, you don't need to be upset 
about it. Once again, these are symptoms of the illness. You, yourself, and this is 
important to keep in mind, didn't do anything to cause the person to demonstrate this 
bizarre behavior. And usually, it's not presenting a danger to anyone, whatever this 
behavior is. It can just be, it was just bizarre or it's inconvenient, but it's not dangerous 
to the patient or the people around them. So things you don't wanna do is, focusing on 
changing a harmless behavior. It's not helpful. If it's harmless, let's move on with our 
day. This is not our role on the team. We also don't wanna discuss the behavior in 
greater detail. Usually drawing attention to it can exacerbate it. And once again, if it's 
not harmless, what's our purpose of discussing integrator detail? Give me one 
moment. So there are a few case studies that I'm wanting to go over here. And so I'm 
gonna talk through the case study and then at the end of the case study, it's a bit of an 
open response of, what are some options for you as a PT in this situation. So we'll go 
through some people's ideas and if Calista can help me moderate that, that'd be great. 
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So our first case study here and both these two case studies that we're gonna go over 
are adapted from patients that I've seen. Is a 46-year-old female. She was diagnosed 
with uterine cancer. She had comorbid borderline personality disorder and a morbid 
obesity of over 60 BMI. When she came to the hospital, she had a total hysterectomy. 
before she came in the hospital, she was independent with all her mobility for ATLs, 
her IADLs, all of that. She was getting around just fine. PT and OT valves were initiated 
postop day two, however, there were only completed a bed level, secondary to a high 
pain and anxiety. So she was transferred out of the ICU on postop day five. She had a 
wound vac in place. She still had a PCA. She had not been out of bed. The patient 
required anyone entering the room to wash their hands instead of using hand sanitizer 
and wear precaution gowns secondary to her complaint of being able to smell their 
detergent. She routinely was firing healthcare workers from our team. So the first 
treatment on the step down unit, step down med surg unit, the patient refused any lift 
device. She tolerated sitting edge of bed about a minute before returning to supine 
secondary to this high anxiety and this dizziness, there was no change in blood 
pressure noted related to the dizziness and she probably fired both PT and OT that 
were present and was verbally aggressive with them.  
 
So the case manager. Sorry, I'm clicking things on the side for some reason. The case 
manager informed the team that between the patient's insurance, she had Medicaid 
and morbid obesity, she would not be able to discharge to a skilled nursing facility and 
would need, she would not be able to discharge to a skilled nursing facility that could 
provide rehab and would need to discharge home. So what are kind of some 
questions? What are some options for you as a PT coming into this situation to 
optimize your treatment? Any ideas? So the things that jump out to me in this situation 
are of course that borderline personality disorder. And we're really seeing some 
symptoms of that here. So if we go back to our first slide, things that are jumping out 
are controlling of the situation. So being very clear about, we've got hand sanitizer, 
we're not using, we're having to put on precaution gowns, things like that. Another 
thing that's I don't know how to get rid of that. Another thing is the firing and being 
verbally aggressive. So things I'm seeing people mentioned here. So is psych 
onboard? Psych was onboard. Their argument was it was not an acute 
decompensation and as such, they were just recommending setting boundaries and 
they signed off. Explaining the benefits of treatment and trying to... Sorry, I'm trying to 
read it. Try to comfort her. Yeah, let her know that you care explain choices about 
treatment. So coming back to that, all those things we discussed about function. Sorry, 
about borderline personality disorder. So really engaging with the person, seeing them 
as a whole person, but also setting those boundaries. A huge one for me when I was 
treating this patient because this was fairly early on in my career, is coming back to 
that knowing yourself. This was a very stressful treatment situation for me. I would go 
home and I was thinking about it. I was thinking about it when I was seeing other 
patients. I was stressed and it just kept building. So kind of that act of knowing 
yourself and going forward. I think something I would have done differently with this 
patient was taking a moment before going in the room and taking a couple of minutes 
after being in the room I think would have been huge for my own health. Moving 



 
	

23	
	

forward with her, we actually really hit a roadblock as sitting at the edge of the bed. So 
she would tolerate sitting at the edge of the bed for up to however long we left her 
there. She didn't have any problems but as soon as we went to stand up, massive 
anxiety. We tried some mindful movement with her. She was not a fan. We had a really 
hard time getting on board and we actually ended up, we actually ended up consulting 
our ethics team. And because there was a lot of staff splitting going on, we were 
having a hard time implementing behavioral contracts and things like that. And our 
ethics team came in and did kind of a whole review, went in and talked with her and 
really sat down and said, okay, this is the plan. This is where we're going with this 
behaviorally wise and we've got everybody on the same page. I think once we were a 
little clearer with boundaries with her in terms of, we will be in the room for 40 minutes 
at this time, we need to progress during that time period. We can't stay for longer. We 
did start seeing better outcomes. We ended up getting her standing. We got our up 
and walking and she actually ended up discharging home and going up a flight of 
stairs. There was this huge turnaround about a week before when everybody became 
very clear with these boundaries of this is the date you're leaving, this is when you 
need to be ready to go and ready to be at home. I see the question.  
 
Did you let her fire you? What do you say when she demands to work with other 
therapists? She personally didn't fire me. There was a few other therapists. That's a 
challenging situation. So if you have this patient, they're controlling the situation, but 
how do you go back in a room after the patient has explicitly said, I don't wanna work 
with you anymore and you have other options. Luckily, I work in a large enough 
hospital that we do have other options of sending people in, but it's always a 
conversation of how much, where's that boundary? We definitely, we did let her fire 
several therapists and looking back, probably that wasn't the best thing to set. That 
wasn't the best precedent to set. And it really became a problem with the nursing staff 
because she kept firing nurses every day and they were running out of nurses that 
could work with her and it ended up being the same one or two nurses. And that's a 
quick road to burnout. So I think one of our lessons from this was the immediate 
behavioral contract, the immediate setting of boundaries and the just kind of 
immediate setting of expectations. I'm trying to look through a couple of these 
questions here. So just give me one moment. I'm sorry for the technical difficulties. I 
love the people. I'm actually in the mindful movement technique. It did end up being a 
little helpful with her later on as we were able to get a little clear on boundaries. So kind 
of our takeaway from this first. Let's see. Sorry about this. Okay. So kind of one of our 
takeaways, my personal takeaway from this first case study looking back was really my 
own self care with this patient was huge, was that I did not do a good job of that. That 
it was very stressful and it was very much became this life drain almost on me and it 
was affecting a lot of things. But also just that setting of the boundaries initially and 
that's setting of what your role is initially is huge with these patients. So really just 
getting in this spot where you can dig yourself a hole that becomes so difficult to get 
out of. So being clear from the beginning can just be so important. I'm seeing. I'm 
gonna move on because I can't read those questions. So our second case study here. 
So we're looking at a 65-year-old male status post bilateral lung transplant. So he has 



 
	

24	
	

this long standing history of COPD and anxiety. Not uncommon, right? Based on the 
other things we've been talking about. He's independent with all his mobility prior to 
his surgery. Needing a little bit of assistance from his wife for some IDLs or more 
strenuous ADLs. So our PT and OT consults are initiated right after extubation. He 
tolerated sitting at the edge of the bed with you. We performed sit to stand transfers 
about a minute, the front wheel walker. So doing really well. When you perform that 
transfer during the initial eval, so he's in standing, he's doing well. You decided let's go 
to the bedside chair, you're doing great. He becomes really short of breath very 
quickly. His SPO2 staying about 90% on four liters and he ends up requiring a 
moderate assist for the transfer, primarily because he's really poor safety awareness 
and he's just suddenly moving very quickly and the walker's all over the place and he's 
very highly anxious. So what are some things you might want to try with this patient? 
Yeah, pacing breaths as an activity is huge. So this idea of can we length, yeah, those 
mindful movements. So he was fine. So where I'm looking at with this. He's fine sitting 
at the edge of the bed. He was fine doing some slight exercises at the edge of the bed. 
Now we're standing, we're doing okay. Now we're moved to the bed and suddenly 
we're moving to the chair and suddenly it's a problem. So trying that mindful 
movement practice can be huge here.  
 
One good idea. Implementing it in this situation is first implementing it in a safe 
environment. So if he's okay with sitting in the chair and doing some gentle exercise, 
let's try lengthening exercise with that. So once again, doing that. And being explicit 
with what you're doing. So having that explanation of, you spent years having this 
different breathing pattern with your old lungs. But now you've got these new lungs 
and we've got to learn how to link your movement to your breathing in a healthier and 
easier way. So you get the most out of what's going on. And yeah, really reinforcing 
what's going well. Like, hey, you're out of bed. You've got new lungs, and you're sitting 
out. You got yourself out of bed and you're in a chair. This is huge. So reinforcing 
things are going well. But now we wanna work on linking your breathing with those 
new lungs to the movements you're doing. 'Cause I noticed sitting at the edge of the 
bed, you're doing great, standing, you're doing great. When you go to move, you were 
moving 50 miles an hour, weren't you? You were just all way already seem very 
anxious. Did you feel anxious? I notice you're breathing quicker. And you don't getting 
their fine. How did that feel? How's it feel trying to breathe like that? So let's work on 
linking your movement to your breathing. So starting with some exercises sitting in the 
chair, then you get to standing, try to link that exercise of, we're weight shifting left and 
right. We're marching in place. We're breathing in, we're breathing out. And maybe 
that's as far as you go. These are not patients that are discharging tomorrow. So and 
on a high note and on something that you can do. Issue that exercise that they can 
progress. Issue that exercise program they can be successful with, with a breathing 
component incorporated. Now further on with this patient. When we did that in the 
session. So he did well doing a mindful breathing practice sitting in a chair. As he was 
standing up, he got more and more anxious marching in place and things like that. We 
backed it out to just weight shifts left and right with breathing. That was okay. And we 
called it a day there. Issued him an exercise program he could do in the chair linking 
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with breathing and really reinforcing that his vital signs were looking good while he was 
doing all these things and he was being a rock star. He progressed fairly quickly over 
time. He was very into his exercise program. He really bought in to the whole with the 
breathing. But getting to steps was challenging for him and we really incorporate a little 
more distraction. We made sure his wife was there breathing with him. We were 
mirroring the activity, all these things. Our next challenge with him was that HEPA 
mask. We have whenever the patients are leaving the room after having a lung 
transplant, they have a pretty restrictive mask they have to wear to prevent infection. 
So first time he saw the mask wasn't good. Already we're not doing well. So we 
discussed, okay. Yeah, no, this is scary. I understand. You had all these years of 
having restrictive breathing and now suddenly we're gonna restrict it some more. But 
let's first start with thinking about wearing the mask. Let's just look in the mask, think 
about it, and we're gonna breathe. I'm gonna think about wearing the mask and that 
was step one. Step two was wearing the mask in bed. We're not doing anything. We're 
watching TV. We're gonna wear the mask for one commercial. Now we're gonna wear 
the mask while doing your exercise program in the chair. Then we're gonna wear the 
mask when we're walking. Still, this was very challenging for him. He got very focused 
in on the mask and we had a lot of discussions about it.  
 
But I really think implementing the breathing program while wearing it with lower levels 
of exertion really ended up helping him. Is there anything else that jumps out to people 
that you would wanna implement with him? That kind of jumps out to you with this 
case? One thing I found interesting with him was, I mean it's obviously not uncommon 
for him to have an anxiety issue pre transplant, but just that once again, the 
physiological changes that are gonna predispose him to that with the COPD while 
they're gone. While some of them are gone post-transplant, the anxiety is still there. So 
it's really trying to break that cycle. I see somebody mentioning his wife mirroring the 
movement. His wife was huge with his sessions. We always tried to schedule around 
when she could be there and she was also huge and she would do his exercise 
programs with him and she would do this loud breathing technique. That was adorable. 
She'd be like we're in and we're out. And it was very helpful and he would get, they 
were excellent. I wanted to hire her. So I also wanna go over now just kind of some key 
takeaway points from the presentation as we're kind of nearing the end here. As an 
acute care therapist, you're really well placed to be effective with patients with 
psychiatric comorbidities. You're spending more time with them. You have this skill set 
you can implement. By understanding that interaction between those common 
psychiatric comorbidities we discussed and the medical conditions that lead to 
hospitalization in general, you can really make a treatments sessions more meaningful 
and productive for your patients. And really some of those small adjustments and 
additions to treatment techniques with this population can really greatly improve your 
outcomes. So, implementing some of those motivational interviewing techniques. Now 
you don't have to be a master at it, but just trying out a few. Try a few things. I think 
really implementing a mindful movement practice is not the most challenging thing to 
do in your day to day life. It's one step onto a home exercise program, but really can 
be so beneficial for these patients. Really the big thing I wanna leave you with is I love 
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this Jim Rohn quote. Don't let your learning lead to knowledge. Let your learning lead 
to action. So it's great to sit down on these webinars. It's great to hear these things, 
but I think there are a lot of things you can give a try. I think you have this skill set and 
you are ready to go with all of these things. All right, so I think now Calista's going to 
help. Oh, I have references if anyone wants to see all the references. But Calista's 
gonna help us moderate some questions. I see over here some of the questions that 
have been saved. So maybe we will start with those and please start sending in more if 
you got them. So I see would involuntary commitment be the same as the baker act? 
Yes, yeah. So we're referring to the baker act with that. Kind of different names 
specifically in different states and different regions. But it tends to that, well, 
involuntary hold of 72 hours, but yeah, we're looking at the baker act with that. So post 
MI. Are patients at risk for anxiety and depression? Yes, definitely at risk for both from 
kind of a psychological stress standpoint as well as just a physiological change in their 
situation or their medical presentation. Could you explain again the difference between 
hallucination and delusion? So hallucination is going to be, you hear auditory or visual 
hallucination tends to be what you hear. So it's seeing or hearing something that's not 
there. So seeing somebody in the room that's not in the room. Hearing somebody 
talking that's not talking versus hallucination is going to be. Sorry versus a delusion is 
gonna be a belief in or of something that isn't accurate. That isn't reality. So examples 
I've had, like I discussed, I founded the hospital you work in. Other ones I've had are, 
I'm 2000 years old. One I did have was a woman had delusion about a husband that 
didn't exist. Which is good to know before you're going in to take a history. Let me see 
some more questions we have coming. 
 
- [Calista] There are a couple of questions regarding that-- 
 
- [Emily] Some of the questions for the quiz. You don't actually have directly if you give 
me one moment here, but let me answer some of the other ones first. So we see can 
you explain deescalation techniques. So deescalation techniques are gonna be that 
trying to diffuse a situation. So a lot of the main ones we've touched on for those 
disruptive symptoms. So if they're coming back again to a delusion moving on in the 
conversation, not trying to keep it from escalating further. In situations of... Sorry. I 
think we're having a little bit. Okay, I'm still going. We're trying to figure the balance 
with Calista here. In situations of violence, giving that emotional and physical distance 
can be huge. So not engaging in a ramping up of removing yourself from the situation if 
it passes that point is kind of a go to movement there. I am trying to pull up our 
questions 'cause there seem to be some questions about the specific quiz questions. 
One second. And keep sending in those questions if you're thinking of things. I've got 
some questions showing up here. Here we go. So the quiz question. You are 
evaluating a 56-year-old female. So I suppose left total hip replacement post op day 
one. Chart if you notes does a history of major depression disorder. What is your best 
course of action here? So option a asked for a psychiatric consult. B, screen for 
depressive symptoms during your session. C, defer until after the OT evaluates 'cause 
they have more experience with these patients with psychiatric diagnoses or it D, ask 
the patient's family member if they seem more depressed than usual. So patient has 
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major depressive disorder, has had surgery. Don't necessarily need a psychiatric 
consult. So we can eliminate one. We have so far we've just done a chart review. We're 
not seeing anything that makes us think this person needs an inpatient psychiatric 
evaluation. So C, let's skip B for now. C, defer until after the OT evaluates, as they 
have more experience with patients with psychiatric diagnoses. You are perfectly well 
placed to see patients with psychiatric diagnosis. You have the skillset during OTs may 
have more education in these settings or practice more fully in these settings, but that 
is by no means, by no way means that you should not be engaging with these patients. 
Ask the family. So option D is ask the family, the patient's family member if they seem 
more depressed than usual. So there's no reason not to ask the patient. So the patient 
is fully competent, it seems from our chart review. You don't need to go directly to the 
patient's family members. So really we come back to B. Screen for depressive 
symptoms during your session. That's perfectly correct. So if you have a patient with a 
history of hypertension, you would screen to see if their blood pressure is controlled. 
So just as you have a patient here with a history of depression disorder, you would 
wanna kind of screen for that. As you know that being admitted to having an inpatient 
hospital stay can exacerbate some of these things.  
 
So I'm seeing some more questions here. Can you explain deescalation? Oh, sorry, 
that's the wrong one. Is this orientation a symptom of delirium? It definitely can be. It's 
one of those... It's one of the issues that can come up. They don't necessarily have to 
be disoriented, but they definitely can be. Is functional movement disorder the same as 
conversion disorder? Yes. So historically referred to as conversion disorder, still 
referred to as conversion disorder in DSM-5 as far as I'm aware. But there's really this 
push to use a term that includes functional in the name. But there hasn't really been a 
clear agreed upon what that's gonna be. So it's a functional movement disorder, it's a 
functional neurological disorders. So if you're seeing functional something, that's a 
good cue to know they're referring to something related to what is historically a 
conversion disorder. Also the idea of it being a functional, because we're having a 
problem with the function of the nervous system, not damage to the nervous system. 
So I also see a question about quiz question number four. So patients post MI are at 
increased risk of which of the following conditions. So we're looking at anxiety, 
depression, PTSD, all of the above. So I'm trying to think about how to discuss this 
without just giving you the answer. But definitely post MI, you're seeing increased risks 
of depression and anxiety. We talked about depression rates in those studies. Like the 
INTERHART and the SADHART. Also increased the rest of PTSD though, because this 
is essentially has been a trauma that they have gone through and definitely, it can be 
this triggering event that their mind is coming back to that they're afraid of doing 
something to cause happen again. And so you as the exercise expert that's coming in, 
likely they very well could have had a heart attack walking up a flight of stairs or doing 
something exertional. That's the most likely time to have one. And now you're asking 
them to exert themselves. And so that's something to keep in mind and being open 
with the discussion with the patient. I see a question. You mentioned psychological 
symptoms may show up to 10 months before cancer diagnosis takes one week. Do 
you happen to have a reference listed for that? I do. Give me one moment, I can look it 
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up. The idea here was really this during the workup phase. And so that while we're not 
sure what's going on, maybe they're being worked up, they're more anxious about not 
knowing what the problem is. And so you have this spike in anxiety. So one moment, 
let me just look up really quick. That was the this JAMA article by Lou et al. I think it's 
probably going to be my citation. It's either gonna be 417, I believe it's 17. Clinical 
diagnosis of mental disorders immediately before and after cancer diagnosis. So in 
JAMA in 2016 yeah, by Lou et al. Very interesting article. Any final questions while 
we're wrapping up before I... Sorry, what does POD mean? Sorry, postop day. Yes, 
sorry. Postop day number four. So just that it wasn't immediately after the surgery. You 
know how we like our abbreviations. All right, I am going to hand it back over to 
Kathleen. Thank you all. Or sorry, to Calista. Thank you all very much and thank you for 
joining me. 
 
- [Calista] Well, thank you. Well, thank you so much, Dr. Fleischman for sharing your 
expertise with us today. We're gonna go ahead and close out today's course. And 
please join us tomorrow as we wrap up our Acute Care Virtual Conference Week on the 
very timely and popular topic of burnout. Have a great day everyone and thank you 
again, Dr. Fleischman. 
 

 
 


