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In simple terms, & consult is a request made from one physician or provider (o another physician or
provider to give an opinion or advice on a specific patient, A consultation is usually sought when a
physician or provider with primary responsibility for a patient recogmizes conditions or situations that
are beyond his or her training or expertise. An etfective consult should always be performed with the
patient’s best imterest in mind and have a positive impact on the patient’s care, Cpen communication
between the referring physician or provider and the consult provider is essential tor etfective

consultanon,

Guidelines for Referring Physicians/Providers Reguesting Consultation
1. Ask a clear and specific question,

Don’t make the consullant goess what vour guestion 15, A vague question will hikely
result in a vague response:

Retering physicians/providers are enconraged to contact the consultant directly to clarity
the guestion to be addressed;

It the referring physician/provider is interested in arranging a procedure {endoscopy,
bronchoscopy, ete.), he or she should make that request clear to the consaltant;

A reguest for a consult should be placed in IMPACT and/or documented in the medical
record,

2. Establish the degree of urgency.

The referring physician/provider must decide it the consult should be seen emergentiy
(immediately), wegent’y (same day). or rowinely (within 24-48 hours). Underestimating
the urgency of the consultation may negatively impact patient care; repeatedly
overslating the urgency may annoy the consultant,

3. Call the consult early.

Call early in the day 1o allow the consullant the best opportunily o see the patient the
same day:;

Call carly in the week, especially if attempting (o schedule specialized procedures or
diagnostic studies not routinely performed on weekends;

Call eariy in the hospital course; calling a consult on the day the patient 15 scheduled for
discharge retlects poor planning and may not allow the consultant to make effective
inferventions,

4. Physician-to-physician/provider communication is eritical!

Don’t delegate the responsibility of calling a consult to anvone who is aot fully familiar
with all details of the paticnt’s case;

It the referring physician/provider calls the consultant divectly, the consultant is much
e likely to remurn the favor atter the patient has been evaluated,

3. Provide essential medical information.

In all but emergent circumstances, the consultant should reasonably expect to find a
complete admission history and physical examination for the patient entered in the
imedical record:

In particular, the reterring physician/provider should provide critical details thal may not
be immediately available to the consultant {e.g.. information trom outside hospitals).
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6. Motify the patient to expect a visit from the consultant.

= The reterring physician/provider should always discuss plans for consultation with the

patient o be sure that the patient is in agreement and o avoid any misunderstandings,
7. Acknowledge the recommendations provided by the consultant.

»  The referning physician/provider has the option to accept or reject the consultant™s
recommendations. However, it the referring physician/provider elects not to implement
the consultant™s recommendations, he or she should, at least, acknowledge in the medical
recard that the consultant’'s recommendations have been received and reviewed.

8. Avoid “curbside™ consultation except for simple, straight-forward problems,

o “Curbside” consuliation is best suited for questions with a factual answer that can be
lowked-up quickly in a reference source (e.g.. drug dose, lab test interpretation, ete.). For
more complex questions, a request for formal consultation is more appropriate;

= Be willing to request tormal consultation it that 15 suggested by the consultant;

o “Curbside™ questions should ideally be discussed between attending physicians/providers
without involvement of rainees or other personnel.

9, If co-management of the patient is desired, the referring physician/provider should discuss
that directly with the consulting physician/provider.

® The patient’s attending physician remains in charge of the patient’s overall care, but can
delegate specilic aspects of management o the consultant, it mutually agrecable;

= Co-management should not be assumed or presumed by either party. If the referring
physician and consultant agree on co-management, the boundaries should be carefully
detined and entered into the medical record by the referring physician.

10, Discuss the consultant’s flindings and recommendations with the patient.

Guidelines for Physicians Providing Consultation
1. Answer the question that was asked.
= Dwon't be distracted by other interesting findings that are vutside of the scope of the
original question;
o [f the consultant uncovers other previously-unrecognized clinical problems that need o
be addressed. the consultant should call the referring physician to discuss them further.
2. See the patient in a timely manner,
= When the consult is called, establish the degree of urgency with the referring
physician/provider;
= Asageneral rule. all consults called to UAB Department of Medicine services should be
seen and staffed within 24 hours, whenever possible;
o Al UAB DOM Divisions providing consultative services must make arrangements o
provide consults on nights. weekends, and holidays when requested.
3. Make certain that the recommendations are clear and easy for the referring
physician/provider to understand.
= Be concise and succinet; use detinitive language;
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*  Recommendations ottered in a list are easier to follow than recommendations buried in
paragraphs of ext;

= When the diagnosis is uncertain, listing every possible differential diagnosis is not
helpiul, Otfer the top 5 possibilities;

# Prioritize your recommendations. Make clear which recommendations are critical, which
should ordinarily be 5 or fewer, Other recommendations can go on a "noa-critical™ list.
Indicate which (i any) of the recommendations will be carried out by the consulting team
Be very specific and offer detailed recommendations. The reterring physician/provider
should not be expected to have the consultant™s level of expertise, Clearly define drug
doses, routes of administration, frequency and duration of dosing, specitic tests to be
ordered, eic,

# For handwritten notes, legibility counts. Recommendations that cannot be deciphered are
not helpful and carry potential for harm.

* {Temporary recommendation — during the transition from paper to electronic medical
records, potential exists for a consult note to be overlooked because it is in the “other™
location, During the transition period, a consultant who leaves a note in the paper chart
should add a notation in IMPACT to “see chart for recommendations.” Conversely. a
consultant writing a note in IMPACT [or Horzon| should leave a notation in the paper
chart to “see IMPACT [or Horizon] note for recommendations.™)

4. Physician-to-physician/provider communication is critical!

= A telephone call from the consult attending/provider is usually appropriate and
appreciated by the referring phvsician/provider. When the consult contains “critical”
recommendations that need to be implemented as soon as possible, direct physician-to-
physician/provider comnmnication is essential;

* Mever leave “critical” recommendations in the medical record without notifying the
referring physician/provider:

& In less-critical situations, communication by other team members (e.z., resident (o
resident) may be acceptable.

5. The consultant’s note should be professional and respectful in langzuage and (one,

= An effective note should be informative without being patronizing and should be helptul
without being condescending;

s A consull mote is nol an appropriate place to offer criticism of other providers, services,
or institutions;

o “Chart wars” are counter-productive and should always be avoided; providers who
disagree on management plans should discuss their differences of opinion directly.

6. The consultant should first discuss his or her findings and conclusions with the referring
physician/provider, not with the patient.

s Romember that the consultant s recommendations may or may nol be implemented by the
reterring physician/provider. Don't confuse the patient;

o [f the consultant suspects a diagnosis with high potential for emotional impact (e.g., a
new diagnosis of cancer), the consultant and the referring physician/provider should
discuss who is in the best position to break this news to the patient.
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7. Continue to see the patient as frequently as required until the medical issue has been
satisfactorily resolved.
® The appropriate frequency of tollow-up depends on the severity and pace of the problem
under evaluation;
* ‘When turther follow-up is no longer necessary, the consultant should enter a formal “sign
off™ note into the medical record,
8. Arrange subspecialty outpatient follow-up, when necessary and reguested by the referring
physician/provider,
9. Define parameters for co-management when requested by the referring physician/provider.
= A consultant should never assume a co-management role unless specifically requested to
do so by the referming physician/provider. I the refeming physician/provider reguests
that a consultant take over management of specific aspects of the patient’s care. the
parameters should be caretully defined in a conversation and documented in the medical
record:
e Jdenntify the contact person from the consulting team who will be wrifing the
co-management orders and enter that information in the medical record.
10. Accepi requesis for “curbside™ consultation only when the issue is simple, straight-
forward and clearly within the consultant’s area of expertise.
= For guestions where decision making is more complex, the consultant should not hesitate
(o sugeest formal consultation and offer to see the patient;
= “Curbside™ questions are ideally discussed between attending physicians. Trainees
should not offer “curbside™ opinions without first reviewing the question with the
attending consultant.
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