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Consult Management
Good morning.  Let's get started, we have a lot to go through so I don't want to waste any time.  My name is Tony Zollo, and I'll be the first speaker in this Consult Management class.  Joining me in presenting this is Phil Irwin, PA from Gainesville, Florida, Ako Bradford, physician from Amarillo, Texas, and Harold Bonds, CAC from Jackson, Mississippi.

We're here to talk about consultation management.  

Hippocrates wrote that physicians who meet in consultation must never quarrel or jeer at one another.  Unfortunately, this is an area in medicine that often does lead to conflict and not the best outcome, and so it's important that consultations be managed properly.  

I'm going to describe the primary care perspective, the requestor side of the story.  My colleagues will describe the inpatient side, the fulfillment of consults, and the reporting of consults.

The primary care provider has a lot to do.  Before we see the patient we need to review vital signs, review our nurse's assessment.  We need to review any recent objective laboratory, x-ray, or other results.  We need to review notes from other clinicians who have seen our patients since the last time that we did.  We need to review any outside records that may be available.

During the visit we need to greet the patient, we need to take a focused history and a review of systems, we need to perform a focused physical exam, satisfy all due reminders, review medications and make changes, communicate and provide patient education on diagnoses, prognosis, key issues, and changes in therapy, medication management, or other instructions.  And elicit from the patient and address any remaining unaddressed questions or issues that the patient may have.  And then we finally need to discuss plans for the future.

After the patient leaves the room we have to order future tests and visits, write as detailed a progress note as possible, request needed consultation visits in CPRS, return calls, review abnormal labs, etc., etc.  

And by the way we have to do all this in 20 minutes or less.

That leaves about 0.75 minutes to enter a consultation request.  Anything more than this is going to delay our seeing the next patient, it's going to interfere with our waits and delays, and we'll have our performance measures suffer.

So what are the factors that allow for best practices in a consultation request?  Best practice should provide an easy way for communication of the main question or reason for the consultation.  It should utilize pick lists, templates, and other factors to minimize the need for typing on the part of the requestor.  It should not ask the requestor to retype information that's available elsewhere in CPRS.  It should clearly communicate the specialty's preferences for any prerequisite or other information needed prior to the consultation.  It should be flexible with prerequisites and scheduling depending on the patient and the provider's unique situation.

Consultant factors for the best practice involve not repeating, especially cutting and pasting extensive information that's not critical to answering the reason or the question for the consultation.  It should provide clear-cut, specific, reasonable recommendations in the assessment and plan.  It should explain how to obtain any unusual tests or any unusual treatments that may be recommended.  And it should clearly communicate what the consultant's role will be in the future for that patient if any.

Requestor factors for best practice include clearly communicating the reason for the consultation.  This probably is one of the most common problems and errors.  It should also clearly communicate the urgency of the consult, is this next available or does this need to be done within one week.  It should clearly communicate any unusual patient factors, travel restrictions, locations, etc.  And clearly define whether the requestor is specifically requesting ongoing assistance from the consultant, or a one-time visit to answer specific questions.

Requestor behaviors to avoid include not being explicit and clear with the questions and the reason for the consultation.  And not providing information that is not available elsewhere in CPRS, specifically non-VA records and other information that has not been entered into our electronic record.

There's an article that described the ten commandments of consultation.  I'm going to go through them quickly one at a time.  

By the way, this presentation and all the others will be available on the website, so there's not any need to take any real detailed notes.  This article was written by Goldman et al in the Archives of Internal Medicine in 1983.  

The first consult ten commandment is determine the question.  The study showed that 15% of the cases, the requestor and the consultant had completely different ideas as to the reason for the consult.  That's guaranteed not to end up in a best outcome for our veteran.  Another study in Diabetics reported that there was no specific question asked in 24% of the cases, and consultants ignored the question that was asked in an additional 12%.  So in one-third of the consult requests the actual reason for the consult was not fulfilled.  The requestor should communicate the question clearly and specifically.  The consultant should communicate back to the requestor if there are any doubts or confusion about that request.  Studies have shown that consult requestors who clearly communicate the reason for the consult are significantly more likely to be satisfied with the outcome and therefore satisfy the need to care for the veteran.  Requests to "evaluate and treat" are entirely too vague and are likely to not result in a best outcome.  CPRS consult templates can facilitate or impede this process, depending on their design.

The second ten commandment, establish urgency.  This is facilitated by CPRS since we can request a specific time period.  Emergent or truly urgent requests should always be handled by direct clinician to clinician communication, not through the electronic record.  Communication from the consultant should explain any unusual issues or any anticipated delays in completing the consult.

The third is to personally assess the patients, do not rely on others.  One study showed that 9% of consults were requested to obtain assistance in interpreting data already in the chart.  Consultants often bring a unique expertise, should bring a unique expertise and a different view of the patient's condition, and therefore need to assess the patient themselves.  Consultants may extract overlooked information by repeating subjective and objective data collection and assessment that was not available to or noticed by the requestor.

Fourth, be as brief as possible.  Requestors and consultants should not pull available data and copy and paste it into either the request or to the note that is available elsewhere in CPRS and does not directly answer the request.  It is our job as requestors and consultants to separate the wheat from the chaff.

Be specific.  Except for the purposes of facilitating academic training, consultation reports should be brief and goal oriented.  Otherwise the key information, the real recommendation, can easily be lost in a sea of less important musings.  Suggest that follow-up should be explicit and clearly related to the matter at hand.  Studies have shown that leaving a long list of suggestions decreased the likelihood that any of them would actually be implemented.  Consultants should resist the temptation to suggest tests that are not crucial to the case.

Number six is provide contingency plans.  Consultants should remember that patient situations can change, and that initial recommendations might prove irrelevant with time.  They should try to anticipate potential problems or changes that may occur, and try to offer diagnostic and therapeutic options for those contingencies.

Seven, honor thy turf.  This is less an issue in the VA system than it is in private sector, but it still can raise issues.  Requestor should communicate any desire or expectation for ongoing follow-up to the consultant.  We should avoid comments in the notes regarding other subjects or areas outside the consultant's area of expertise.  Often there can be more than one strategy that will be effective.  If the strategy chosen by the requestor is as likely to produce the result as one favored by the consultant, agreement is more appropriate than steadfast insistence on this is the way it should be done.

Number eight, teach with tact.  Although brevity and clarity is important, sharing expertise in a non-condescending fashion is very often appreciated.  References to key articles may be appreciated but should not displace specific concrete recommendations for that patient's care.

Number nine, talk is cheap, and it's effective.  There is no substitute for direct person-to-person communication if at all necessary.  And this is especially the case if there are unusual circumstances before, during, and especially after the consultation has been done.

Follow-up is essential.  Consultants should recognize the appropriate time to sign off on a case, and there should be mechanisms for communicating down the road that should be explained.  Telephone extension, e-mail, how can the requestor get in touch with the consultant if there are further questions, or if the basic question has not been answered?

There were eight strategies that were identified to improve the requestor's compliance with recommendations.  The first is to perform the consult within 24 hours of the request, this is more for the inpatient side.  Frequent, regular follow-ups should be present with notes in the chart.  Verbal contact and a positive professional interaction with the referring physician or service.  Limit the recommendations to no more than five if possible.  Again, the more recommendations there are, the lower the likelihood that they will be followed.

Finally, the final four strategies, recommendations should be directly related to the reason for the consultation, which we've touched on already.  Phrase recommendations as definitive statements.  Assert the importance of the recommendations.  Prioritize them if there are a list, and they're not all of equal priority.  And give precise information about how to order the recommended tests or treatments, because the requestor may not be aware of a very esoteric or infrequently utilized treatment or test.

How can CPRS help us in the consultation process?  I'm going to go through some examples from my medical center that haven't worked, some that worked a little bit better, and some that have worked very well.  

This is one that doesn't work.  This is a blank slate, the consultant is very likely to get the please evaluate and treat request that confers no information and is likely to get no information in return.  

Here's another example.  Again just a blank slate, why do you want the consult.  Well it's nice to ask that question, but if you can be more specific about what you need, what you want to see, then I can give it to you quickly and we're more likely to have a positive outcome.

This is a little bit better.  We've at least broken it down and there's patient age in there, there's a little bit of information on how to page the consultant if there are urgent issues.  There's a little information on treatment, there's diagnosis and there's brief history.

This is even a little bit better.  In I-Care there's a long list of diseases, there's a little bit of history, but it still has a long way to go.

One that does work is our cardiology consult package.  

When you first open it up you get a little bit of boilerplate, again it gives information on how to contact the cardiologist, what kind of prerequisites there may be, and it will then go into inpatient and outpatient.  

Once you click on it you get a breakdown of the most common reasons for a consultation, in addition to on the bottom two of the items that I'll go into, the other request, which is for the non common conditions, and the non visit query, which I'll go into shortly.

Once you click on this, in the case of stable coronary artery disease, you get some information about the treatment of stable coronary artery disease, some information to head off what may be unnecessary consultations, as well as clicking on information that's already available and indications for the referral.  

Once you click on these it becomes a part of the consultation request so that I don't have to do all that typing.  

In the case of heart failure, another example, there's information about the diagnosis, about the treatment of new heart failure, stable heart failure, exacerbations, and signs of decompensation that can go a long way to improving the consultation communication and avoiding unnecessary consultations.

In valvular heart disease more of the same, again with contact information in the case of urgent needs.

In the next  to the last choice, the other, we have some more listing of uncommon cardiology consult reasons, plus a way to enter boilerplate for the truly uncommon that don't fit any of the above.

And finally the non visit query.  Very often it is not necessary in my case for my patient in my clinic to travel 135 miles to the Houston VA medical center when all I need is a very simple question that can be answered by the consultant.  On the other hand, curbside consultations are not official and don't become part of the medical record, and often I want that recommendation documented in the record.  

So this is a way of obtaining for a variety of problems, and again others that are unforeseen, to get an answer from a cardiologist after the cardiologist review of the information available in CPRS, which will become a permanent part of the patient's record.  If the consultant feels he or she needs to see the veteran, then a visit can be scheduled.

Finally procedures, there's a list of commonly ordered cardio procedures, and when we open them up we get all the different boilerplate lists of cardiac procedures.  

We click on exercise treadmill testing, again we get contraindications that will help me to remember not to order this particular test if it's contraindicated.  We get a list of reasons that will then expand into more information that the cardiologist feels is necessary, including the diagnosis, prognosis, evaluation of therapy, etc.

And this all goes into the consult again so that I don't have to retype it.  Very often some consultants or procedures have very specific questionnaires that they want to have answered before they see the patient.  This is in the case of the sleep lab, and this is a questionnaire that they ask the provider to complete prior to the consult request so that they'll have the information they need to be able to route that patient successfully.

If we use CPRS and the tools that it gives us, we can dramatically improve the success of our consultative process.  Now I'm going to call on Phil Irwin to do the consultant side of the story.

I'd like to talk to you about consultants from the receiving end or from the specialists end.  We in surgical service saw a tremendous increase, I'm a provider, I'm a physician assistant in vascular surgery, and we saw a dramatic increase in the request for service once the primary care model was established within the VA.  And we have limited resources, we had a certain clinic size, we have a certain number of providers, we have a certain amount of OR time, and we couldn't respond to that increase.  We were finding that we didn't provide a good feedback loop to the requesting provider.  

Oftentimes when we would reject a consult the primary care provider was just asking for help.  They weren't trying to do something wrong, they were trying to get help.  And it makes us look stingy because we were refusing to help and it confuses the patient because the last message they heard was you're going to go see the specialist.  And all of a sudden now the appointment doesn't get scheduled.  So reviewing consults is sort of a difficult way to manage resources.  

So we formed a Specialty Care Council in 2002 and developed a service contract between primary care and specialty care.  We started off first in surgical service and made an open door communication, included the CBOCs, had a broad application for when do you bring a specialist into the patient care management.  Now believe it or not that had a pretty limited impact on the overall request for service.  So great idea on paper, everybody got to know each other, we had a lot more face to face communication, but it didn't change a lot.

There was still a reliance on a lot of phone calls, and you had to know who to call.  I don't know if you've tried to call your own VA medical center but you better have a lot of minutes on your cell phone if you use your cell phone just to try to call in.  E-mail, you have to know which person to e-mail.  And electronic consults became the new e-mail.  Primary care didn't know who they were talking to but they were talking to somebody who was going to respond to them.  So it became sort of like an e-mail.  

And our consults existed apart from all those clinical guidelines the Specialty Care Council developed.  There were blank pieces of paper and the attempt of using a prerequisite field often became just something that got ignored.  

You notice that the current consult package is very service specific, but the patient is problem specific.  We're all trained in problem oriented medical record.  You have a patient who's dizzy, you don't have a patient who comes in and says I want to see a neurologist, or I want to see an ear, nose and throat specialist.  They don't say that, they have a patient complaint and the consult package didn't address the patient complaint.  It was very service specific.  And then some medical centers, who does dizziness in your medical center?  That could be four different services that does dizziness.  So we had to make this more problem specific and we wanted to create more of a dialog between the services by using those prerequisite fields in the consult package.  

And this was something that, I was at the camp in Atlanta, and one of those ah-ha moments, you get up in the middle of the night and I roughed this out on about 20 pages of notebook paper and came back to the CAC, handed it to him and said here, this is what we need to do.  

So the third generation was sort of a problem list.  What does the patient complain of?  For example, patient complains of they discovered an aneurism on the screening ultrasound, and so then we have a little bit of saying if the patient is symptomatic, and we define what symptomatic is, please enter an urgent consult and call the surgeon.  If they're asymptomatic how do you know they have an aneurism?  Did you just feel it, is this the result of an ultrasound or is this some incidental finding on CT scan.  

Let's select ultrasound, it says okay is it less than 5 cm?  So we want a little size criteria here to help guide them through, and if it was less than 5 we just said you don't really need to consult us for small aneurisms, you can counsel on signs and symptoms and plan for an annual ultrasound.  They get the answer immediately, they can tell the patient the results of okay, you had your ultrasound, here's the results and here's our plan.  It didn't save the patient a trip from coming in.

We can look at a larger aneurism between 5 and 7 cm, without a CT scan and say well we really need a CT scan to fully evaluate that patient and then complete a consult.  And then we put a quick order in right there so that the consult can be ordered for the CT scan, and I also put the history in of exactly what format we would like the CT scan done in.  Because as a service I have some real specific requirements.  I want certain cuts and type of contrast, and so we thought that would speed things up a little bit is if we put the clinical history in for that orderable item, so that worked out well for us.

And then the urgent pathway is where you get a today consult and it would route that immediately, you'd get a consult and you'd call for today.

So we turned this on in 2003, and we really didn't do much training for it other than saying that primary care council said sounds like a good idea, turn it on.  

And this was prior to the change, our service had 208 consults, of which between scheduled and denied was about 32%.  

And after one complete month we went from 210 to 160 requests.  Now that had never happened in the history of our tracking service numbers.  That's almost 50 consults less per month.  And the discontinued and denied remained exactly the same.  So we said well that's somewhat of an improvement, but long-term let's look four months later and now we started to see a little bit more of a learning curve and the denied and discontinued was down around 20%, so we had a 10% improvement.  And our numbers stayed down at about 160.  So we saw the overall improvement of a reduction in the number of consults, and now we started seeing more appropriate consults that did get generated.  

So 20% reduction, 10% in the improvement in the appropriateness.

We also found by that pre-clinical testing being done we reduced the need for a second visit, and increased the number of patients being appropriately followed within primary care.  And had an improved type of testing.

Now unfortunately within CPRS you still have to begin with a service, so let's pick audiology. 

Audiology came up with a problem list and said what are the top 8 or 10 reasons why an audiologist should be seen, and these are just some examples.  They had a specific one that ear, nose and throat could default to so it could kind of bypass all this that they listed first, and then the rest of them, are for example dizziness was picked.

They just referred back to the service agreement and said dizziness is something that audiology doesn't handle, and it reduces that need for an inappropriate visit.

If the patient was already seen or established, then a new consult wasn't needed, they were able to put their contact information in and say okay, just call us and we'll schedule this patient as a return, you don't need to put a new consult.  And that was kind of the electronic mail issue of consults.

Let's look at ear pain.  They ask a question, has it been present for more than three weeks, and if so they routed that consult to ear, nose and throat, because ear, nose and throat handles ear pain, not audiology.  So you started off clicking audiology, you answered a question, and it immediately clicks you over to the ear, nose and throat service, making a more appropriate consult.

Let's look at dental.  Dental wanted to know was the patient eligible for dental care, that was the first question they wanted to know was it 100% service connected or a POW, yes or no.

And they wanted the patient to be screened for eligibility first.

We could go to ear, nose and throat, here's dizziness again.  

If I wanted to know whether this patient needed to be seen today or not, so this was sort of their same day service examples.

GI for example wanted to know is this for a procedure or is this for their clinic.

You could start off with that.  Then they had their referral guidelines built right in, and at the bottom you would click and get a GI consult.

This was kind of the prior version where they put the referral guidelines in as a prerequisite field, and notice you can print these out, the requesting provider could have this as a resource.  

And then it routed them over to one of their consults with a few questions, it would then generate the consult.

Home health care had a very extensive list that they wanted, so we said well what are the top five reasons for home healthcare referral, and they were able to boil that down to those five.

Nutrition wanted to know are there some specifics, and these are again as you saw with Tony's, just a field that you can pick to generate your consult.

Podiatry, these were their top few reasons.

The latest thing that I wanted to show the applicability of this was we had difficulty with nuclear medicine, I don't know what your wait time is to try to get an ETT or a stress thallium or those types of tests, but they're pretty intensive tests and they're expensive, and there's a limited resource.  So cardiology came up with some other ways to do stress testing, but nobody knew how to order them, nobody knew what was an appropriate time to do a chemical stress versus a physical stress versus the dobutamine stress echo, and so their resources, primary care of course didn't want to refer somebody to cardiology without the appropriate test, and they kept wanting to order the same test.  Well it soon outstripped the resources and the camera's ability to generate the results of those tests, they were unable to meet the demand.  Cardiology met with primary care, in-service trained, and said this is how we'd like you to work them up, and it really did have limited impact on the practice pattern.  So can CPRS consult package help?  Sure.  So we had the chief of cardiology sit down and say well write down your decision tree on a piece of paper, give it to us.  So we have kind of a bunch of different questions that lead you to the appropriate stress test.  There's the pre-stress probability testing, is it something the cardiologist agreed that the probability is there and needs a testing.  You have these three questions and did you answer let's say none of those apply.  

Well maybe you still need to do some stress testing, this is somebody with no risk factors but are they planning to start a vigorous exercise program, or do they have other types of risk factors.  

If you said none of the above it would say okay, well just continue medical management.  You should feel safe that that patient doesn't need any stress test.  And if you felt uncomfortable with those recommendations you could always click right there and contact the cardiologist to discuss.  So you said no risk factors but I still think the patient needs a stress test, but your algorithm won't let me do that, so I can consult directly to cardiology.

And then it gave the attending, it gave the two facilities that we have for being able to contact.  If you're unable to contact that one, then it also gave a cell phone contact, and that way they could get a hold of one of the residents or one of the cardiology attendings.

So no consult was generated, it was just a phone conversation.  Let's say you answered one, there was one of those three that applied to your patient.  

It asked you a few more questions, is this patient over the age of 40, can they mow the yard, walk, ride a bike?  Do they have an interpretable EKG?

If yes to both questions it recommends a treadmill, and do you want it as an outpatient, and G, L, J and T are the four facilities that do outpatient treadmills.  And again at the bottom if you felt uncomfortable with the recommendation that CPRS was saying a treadmill, you can either contact the cardiologist to discuss or just put a cardiology consult in outside the algorithm, and that was at the bottom.

And the treadmill became an orderable item when you clicked on that.  

If you weren't comfortable with that the cardiologist would say okay, following the algorithm recommended test was a treadmill test, but you didn't agree with that.  You thought that there may be something else.  Please have cardiology review it and tell us what the next step should be then.

Let's say the patient didn't have an interpretable EKG.

Then it runs you through the prerequisite fields for nuclear medicine testing, does the patient have bronchospasm or do they have a high degree AV block, if you said no then it recommended the chemical stress test.  And again that was an orderable item that you could just click on.  And if you were uncomfortable with those recommendations you could either call a cardiologist or put a cardiology consult in.  And you'll see that common theme at the bottom.

Let's say somebody who had all three of those, they answered yes to all three of those, very high probability of coronary disease and over the age of 40.  

By this criteria no stress testing was required at all, this is somebody who just needs to go directly to cardiology clinic without testing.  So they viewed the testing as a delay in treatment, and so this patient goes directly to cardiology for evaluation to cardiac cath.  Why do a stress test if the patient really needs a cath?

The worst thing that can happen is an unnecessary visit.  It makes the patient mad, it wastes the clinician's time, and it interferes with sicker patients.  So those are my things to avoid.

The problem-oriented diagnosis fits into a problem-oriented consultation system.  And CPRS using those prerequisite fields can allow that to happen.  You do have to set a lot of groundwork between the services to get a meeting of the minds.
And refining that question process should be a dynamic process.  

There's some references if you'd like to look at, 

and now we'll have Dr. Bradford speak.  Thank you.

Well good morning everyone.  Again my name is Ako Bradford, I'm one of the hospital physicians trained in internal medicine at the Amarillo, Texas VA hospital.  And I have the pleasurable opportunity to kind of serve as a bridge between some of the things that Tony and Philip spoke on.  As an inpatient physician I have the chance to speak with you guys about the consultation perspective of both placing the consult but then also being the consultant.

Another quick issue that we'll briefly talk about will be the increase of women's health consults that we will begin to see.  Now we will be bringing forth a lot of information and one of the references that I found very helpful is this book by Kammerer and Gross, which looks at the concept of inpatient consultations.

So from the consult standpoint, a few points that we'll talk about today will be daily versus periodic involvement of your consultant, and again this is when you are the one placing the consult.  What are your expectations of your consultant?  What about establishing follow-up after the patient has left the hospital?  And then finally we'll briefly talk about consult versus referral.  Now again you'll hear a lot of overlap between some things that Tony has already said and that Phil has said, but again hopefully this will give us a way of bridging some of these concepts.

So first of all, daily versus periodic involvement of your consultant.  This may be affected by how the problem is stated.  For instance, let's say you want to talk with your infectious disease physician.  Well if you want them to do something regarding your antibiotics, if you simply say well I would like infectious disease to follow my vancomycin levels, that may not be the most appropriate usage of their time.  However, if you have a very complicated patient who possibly needs drotrecogin alfa, or let's say you have a patient who is status post stem transplant and they've not responded appropriately to 10 days of broad spectrum therapy.  Then stating the question very specifically may determine whether or not your infectious disease consultant sees the person on a daily basis or on a PRN basis.  Daily versus periodic involvement may be affected by how your hospital provides more of its specialized or invasive services.  For instance, at our hospital, which is relatively small, our GI docs when it comes to our inpatient service are 100% procedural.  This is in contrast to our nephrologist who does an outstanding job of helping out with our multi-system organ failure patients who have significant problems with fluid overload.  So again, we may have just the one time involvement from the GI doc, yet we will have a daily involvement from our nephrologist.  Is this condition maybe addressed in your service agreement?  So maybe from the get-go you have it already lined out that this consultant is required to see this type of patient at least three consecutive days.  That may or may not be something to put in your service agreement.  And lastly, as a kind of pop quiz that Tony Zollo has already taken us through, we can remember the 9th consult commandment being that talk is cheap, yet it's effective.  Again if there's any question about how much involvement you want your consultant to have, pick up the phone, give him or her a call.

Now placing the consult.  What is that you want?  What are your expectations of your consultant?  Do you want them to do something, do you want them to make a diagnosis?  Or do you simply want them to support or refute what you've already come up with?  Now this can be pretty tricky because it depends upon your relationship with your consultant.  Let's say you have a fever of unknown origin, or let's say you need some help with a bone marrow biopsy or a skin biopsy.  Some consultants when you talk with them like the idea that you give them a heads up of what you want them to do.  Other consultants may say well no, let me start from ground zero and come up with the diagnosis myself.  This comes with knowing your consultant.  Now how aggressive or proactive is your consultant?  Let's say you have a patient in the hospital who needs a stress test.  Is your cardiologist responsible for making sure that the patient is on a caffeine-free diet or that the patient is NPO after midnight, or do you do that?  Let's say you have a patient who is about to undergo an invasive procedure, are you responsible for getting the blood consent form or again does your surgeon do that?  Different hospitals may have different policies, but the bottom line is that it be made very clear that your consultant fulfills the expectations that you have.  Again this may be addressed in the service agreement.  However as I said before, with the 7th commandment honor thy turf.  You may have some consultants who unfortunately get offended if you try to help them with the answer, or you have others who see it as a great show of collegiality.

Let's talk about establishing hospital follow-up.  Very honestly this may depend upon the extent of your consultant's involvement.  Going back to a few slides earlier, this may also be reflected by whether or not your consultant saw the patient either one time or on a daily basis.  And what was our 10th consult commandment?  Follow-up is essential.  If the consultant saw the patient only one time, he or she may not need to see that patient in their clinic.  The patient may simply need to follow-up with their primary care physician.  However if there was a pretty complicated course in the hospital where your consultant was a very large part of the patient's care, then appropriate follow-up is necessary.  Many times that can be facilitated simply by talking with the consultant so that he or she can make the appointment, or you may end up calling that consultant's clinic and placing the patient in their clinic for follow-up.

Lastly we'll speak very briefly about the concept of consult versus referrals from the inpatient side of things.  Now this particular definition I believe is a nice synopsis of the two concepts.  Where a consultation is strictly defined as requesting another physician to give his or her opinion on diagnosis or management.  In contrast a referral means to request another physician to assume direct responsibility for a portion or for all of the patient's care.  Now on the inpatient side of things rarely is a referral done.  One caveat to that statement may be what we would call an interservice transfer.  For instance, let's say you've admitted a patient for medical management of acute diverticulitis.  However the patient later develops a perforation and becomes septic from the peritonitis.  In that instance the patient would be referred or transferred from a medical service to an inpatient surgical service.  Otherwise most times we're looking at consultations.  Also as a courtesy in an instance that mirrors the one for which I gave the example, it's usually a nice courtesy for the initial team that was seeing the patient to continue following the patient in consultation, although the patient now has been transferred to a surgical service.

Now, being the consultant.  So we will switch gears briefly.  So you have first had the opportunity to place the consult, and now you have the opportunity to actually be the consultant.  What might be a few things that you will have to consider?  The first might be whether or not you admit or you simply consult.  Again, what are their expectations of you now that you are the consultant?  We will briefly touch on preoperative evaluation, we will touch on a resident-managed consultation service, and lastly as Tony brought out, the very simple but unfortunately not well used process of signing off.

Being the consultant.  To admit or to consult?  To be or not to be the primary physician?  Our colleague Philip may tell you that sometimes this can be the ultimate turf battle, who will take management of this patient?  And unfortunately the patient gets stuck in the middle down in the emergency department.  So this patient comes in with an abscess.  Well does medicine admit the patient in order to start antibiotics, or does surgery admit the patient in order to drain the abscess?  This can go back and forth, but our primary objective should be what is the patient's primary issue and how is this issue best addressed for the patient's safety.  So whenever the issue or whether or not to admit or to consult comes about, this really should be the driving factor.  Ultimately, as we've said before, communication and collegiality are essential.  There may be times when the patient is best served on a medicine service, or times when a patient is best served on some other service.  But the whole point at being the consultant is first and foremost to do that which is best for your patient.

Next in being the consultant.  Again, what are their expectations of you?  Remember our first commandment, which is to determine and communicate the question.  Now in the internal medicine world many times we'll see consult placed for medical issues or consults placed to follow along.  As has been brought out before, sometimes these very brief one or two word statements are usually inappropriate.  So what might be a bit more appropriate?  Well a few recommendations that I'd like to give.  First of all as the consultant, once you are on a case it may be worthwhile to specifically state who consulted you and for what reason.  So consult placed by general surgery for ventilator management.  A second thing to consider is that in the SOAP note you can establish instead of an assessment and plan, you can more so establish assessments and recommendations.  So you're not telling the person exactly what to do, but you are establishing what you might recommend be done.  This brings up the idea again of how aggressive or proactive the primary team wants you to be.  I've been in some instances where the team that consulted me said we want you to handle all of this, we only want to handle this particular aspect of the patient's care.  If that's understood from the start then so be it.  But I've also had the chance to work with other services that have said we want you to very specifically deal with only this issue, we will handle fluid management, we will handle electrolytes, but only address this one specific issue.  So again you want it to be made clear to you, and you want to make it clear to the primary team what the expectations are.

Preoperative evaluation.  Now this can be a big one, particularly at any hospital that has a residency training service.  Probably one thing to keep in mind with being a consultant is that from a technical and from a medical/legal standpoint you do not "clear" a patient, although many times that may be what the consult is placed for.  What you are doing is that you are assessing the patient's operative risks, and you are doing all that you can to modify any risks that are modifiable.  For instance, smoking cessation or the initiation of beta blocker therapy.  Now one of the many papers that Tony spoke of earlier that has become a standard in consultative medicine is the Goldman paper, and we kind of colloquially refer to it as the Goldman's Criteria, which looks at pre, peri, and post-operative cardiac risks in patients based on various comorbidities.  And as you know with our VA population we constantly have to think about their different comorbidities.  Now there are other papers that are available that look at their pulmonary risks, etc., but typically your Goldman Criteria are the ones that many times we look at.  And again, this is in an effort to assess the patient's risks.  You do not say that the patient is absolutely cleared for surgery.  You say that based on these particular factors these are the likelihoods that the patient will have a particular outcome.  

With a resident-managed consultation service one of the biggest benefits that this provides is availability.  You have a warm body in house 24/7.  And what was the 3rd commandment that Tony Zollo told us about?  That we are to personally assess the patient and not to necessarily rely upon others.  This also helps us to fulfill the requirement that patients be seen within 24 hours of placement of the consult.  Now as with anything else, this has to be used appropriately.  For instance, I'm sure we all know times when the residents have gotten those consults at 0 dark 30 to assess patients for various issues.  Now it's good having the resident there to be able to fulfill that need, however, our patients still deserve the most attention to detail that the resident can provide, and so if the consults can be placed earlier, so be it.  If they can't be placed earlier, then no worries, the resident is there to see that patient quickly and appropriately.  Also, as was brought out before, you're less likely to have to deal with the curbside consult, where someone gives you a good piece of information but then doesn't necessarily document it in the chart.  This really becomes important if that information involves a particular treatment plan, you want those to be documented appropriately.  

The very simple concept of signing off, or like the Nike slogan, just do it.  First of all it is professionally courteous.  In this way there are no unreasonable or unmet expectations between the consultant and the primary team, meaning if they believe that you are following a particular aspect of this patient's care they won't be surprised when they realize that you've not left a note in the chart in the last two or three days.  Also keep in mind that consults can be re-requested if need be.  They can be re-requested for either a different problem, although sometimes they're requested for the same problem.  The recommendation would simply be to talk with that primary team to see if you still need to see the patient again or to see if maybe you did miss something that requires you to see the patient again on a regular basis.

In closing I'd like to speak very briefly on the concept of our women's health consults.  These are a few statistics from the Statistical Abstract of the United States in 2006.  And I think that it gives us a very good idea of some of these paradigm shifts that we heard about in the general session, and some of the paradigm shifts that we should begin to look for within our VA system.  What are we to do as we have our 20 and 30-something year old veterans returning who want to begin or extend their families?  What are we prepared to do when we need to do a gynecologic exam on our female veterans?  Is the emergency department the best place for that, or is it the women's health clinic?  What happens when we need to order a Beta HCG on a patient before doing some type of radiologic imaging study?  Is that a test that can be run in your hospital or is that by chance a send-out lab?  Or what if we have one of our female veterans who is on warfarin for atrial fibrillation but now she wants to begin a family, and we all know of the teratogenic effects of warfarin in the first trimester.  These are issues that we must be willing to address within the concept of the consult service.  The idea that we just can't do that is completely unacceptable.  Our women veterans deserve the same amount of care, and it's our opportunity to provide this care.  And particularly when we are dealing with our women veterans on the inpatient side of things we need to be prepared to deliver this care.

So what's the bottom line?  First of all the success of many of your consultations will depend upon your relationship with your consultant, and this is whether you're the one placing the consult or if you are the recipient of the consult.  Next, never be afraid to pick up the telephone.  I think Tony brought out a very good point, which is that the current CPRS system and the consultation package it is primarily for documentation, documentation that the consult is placed.  But there are times when specifics need to be relayed and a face-to-face or phone-to-phone consultation can always be done.  Finally, please remember the ten consult commandments.  They will serve you well, but most importantly, they will serve your patient well.

My name is Harold Bonds.  I'm a Health Systems Specialist, clinical informatics support for Jackson, Mississippi, the G.V. Montgomery VA medical center.  I'm going to briefly talk about monitoring consults and how we can take the different options that are available to us to do what these three guys up here, my counterparts, have said and monitoring how those consults are placed.

What are some of the reasons for monitoring the consults from the referring service perspective?  One is the utilization by the different providers.  Are the consults appropriate in the reason for request?  Are there training needs, do we have providers over utilizing consults, or even underutilizing the consultation services available to them.  And then the timeliness of the response by the consultant back to the referring service for quality patient care.

From the consultant's perspective some of the same things need to be monitored with the provider utilization.  Are we providing the over or underutilization of the consults, are we appropriate with the reasons for request, are we monitoring the supply and demand of the consults?  Do we have a higher demand all of a sudden for a specific specialty care service?  Do we provide as specialty care timeliness of care response back to the referring physician?  We can look at staffing effectiveness and clinic utilization and demand at that point in time.

There are several different options available for monitoring the consults.  No one option gives all of the information you may want at one time, so you may have to use several of these different options.  The VistA consult package reporting options, the care management query tool.  VistA FileMan templates, these are searches directly into the files in VistA that do require some programming knowledge for actually obtaining some of the information.  The VistA ambulatory care reporting package options, and some national reports from the Austin Automation Center from the Veterans Support Center in Austin called KLF reports designed by Kathie Lee Frisbee to determine some of the effectiveness of the consultations.

In the VistA consult tracking package, I'm just going to briefly cover about five of the options.  The service consults schedule management report is a brand new option that we just got recently as a result of the scheduling package and the consult package linkage showing the actual appointments on a consult report to see if the appointment or the consult has an appointment attached to it.  The interfacility request, as we move closer and closer to the one VA, a lot of facilities don't have the ability to provide the specialty care and need to refer those to other facilities.  We can monitor those.  And then we can also monitor by provider, location, procedure.  We can monitor statistics with the consult performance monitor report.  And then we can actually look at individual statuses of consults and see what is the cause of those statuses, are there inappropriate reasons for the consults being sent and whatever.  

And I'm going to address some of the benefits and the pitfalls of each one of these options as I go through them.  The new option of service consults schedule management, it gives the status of the consults, it can assist in the scheduling of that patient with priority because it gives us the service connection of that patient.  It gives us the total numbers of the different statuses at a glance, and it also shows the patient appointments linked with the consults.  Some of the pitfalls on this, there is no ordering provider information there, the reason for request and the completion, cancellation, or discontinuation data as to the reasons or recommendations from those consults are not provided with this report.

Here's an example of the report.  As you can see the numbers at the top of all the different statuses, 

and how it breaks it down individually to each consult, and when the consult was requested.  

And you can see the appointments as well listed.

The interfacility consult request benefits in that you can list consults by both the requesting or the consulting facility.  You can see the status of each one of those, or break it down into individual statuses.  Provides totals for each facility and overall totals for the facility.  It provides the basic status of the consults.  Some of the pitfalls, again, no ordering provider listed, no reason for request, the information on completion, cancellation and discontinuation is not there, and neither is appointment data to see when that patient is scheduled for an appointment.

And this is an example of it, and as you can see over on the right hand side the different facilities that are listed there, as well as the patients with the status of the consults.

And then it breaks it down at the end of the report by facility so that you can see the total number of requests for that service from each one of the referring facilities.

The consults by provider, location, or procedure, it's main benefit is to be able to break down the statistics of the consults by the individual ordering provider, by the ordering location, or by the ordered procedure.  And that can be done both individually or system wide by choosing the specific provider, or by choosing all providers or all locations.  Some of the pitfalls of course again, the same things, the reason for request is not indicated.  The cancellation, completion and discontinuation is not there, nor is appointment data.

And this is an example of one of the provider's reports and the different services that they have requested within a specific timeframe.

And this one is broken down by the ordering location from our sister facility to referring these services to us because they don't have the service available at their location.

The consult performance monitor report is strictly a statistical report giving percentages and numbers of consults resolved and unresolved.  And the pitfall of course is there is no individual consult information available, and no appointment data available.

The print service consults by status, this allows each status to be printed or reviewed separately or together, gives the numbers of consults in each different status, provides patient information with the ordering location, however does not provide the provider that ordered it the reason for request, any of the cancellation, discontinue or completion reasons, or appointment data.

And this is an example of that, as you can see it shows the consults and how many cancelled consults we had.

The consult tracking options are great, but there is no one option that gives every piece of information that you may need to pull together for a report or monitoring consultations.  Sometimes you have to pull all five and then combine the information from all five or others onto a spreadsheet to be able to compile the data .  It depends on what data you're needing to monitor in the consult package.  

The cancellation reasons and the completion reasons can be retrieved by only two methods at this point in time that I know of, and that is manually looking at one of the lists previously in each patient's medical record to see what the reason for request is, and reporting that on a spreadsheet, or by using the FileMan search and printing the cancelled consults with the reason for cancellation printed from the consult files.  That does require some programming expertise that your CIS and IT would have to assist you with.

Completion rate the same way.  You can actually see the electronic progress notes attached to the consult by manually reviewing them individually or by looking and doing FileMan searches into the VistA files in the background.

One of the newer options that we have is the care management query tool, and some of the benefits here is that you can actually customize the report that you want to pull, but it still doesn't provide all of the data that you may want to review.  Some of the things that you can get there are the consult service, the ordering provider, location, a date range, and one of the big benefits of this is it is directly exportable to an Excel spreadsheet.  Some of the pitfalls, it requires a specific patient list to do the search in care management.  There is no appointment data available on that report, and none of the reason for request, cancellation, completion, or discontinuation data.  

And this is an example of one of those reports from care management, as you can see the different patients, the different providers, and the different consults that have been requested.  

The ambulatory care reporting package options provide statistical data on the patient appointment side of consult management that you have to actually take the report and manually compare it to the consult reporting options.  As I say the pitfall is there is no consult data reporting in that package, but it's a lot of your appointment statistical options are available there.

The other option we have of course is the VHA support center in Austin to provide the statistical reports on the patient appointments, the wait times, the delays, the missed opportunities, and in looking at this you have to compare that to the consult reporting options to see if and when you have delays based upon the consults, maybe it's a scheduling problem, maybe you have no availability in your clinics to see the patients or the wait times for those patients is greater than 30 days.  The pitfalls, there's no direct consult data available at this time, and there is a five week lag time on this data availability.

This is a report that I pulled together using several of the different options for my director's office for reporting that, and as you can see I've got consult data there with the number of consults, I have the ambulatory care reporting options, and I have the VSSC support center data as well in here.  And at that I'm going open it up for questions.
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