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To evaluate the p r a c t i c e  of consultations in the c o m m u n i t y  
hospital, char t  reviews a n d  consultantf surgeon interviews 
w e r e  c o n d u c t e d  for 85 consecutive m e d i c a l  preoperative 
consultations for  patients discharged  from the Surgical Ser- 
vice. In 78 cases  [92%) the authors  a g r e e d  with  the  n e e d  or  
r e a s o n  for the preoperative consultation; the majority w e r e  
requi red  for the m a n a g e m e n t  of chron ic  medicalproblems. 
Continuity of c a r e  w a s  c o n s i d e r e d  important by s u r g e o n s  
a n d  consultants. Verbal  communication w a s  c o m m o n ,  par -  
ticularly from s u r g e o n  to consultant. Brief r e s p o n s e  time, 
spec i f ic  recommendations, focused evaluations, a n d  physi- 
c/an satisfaction with the existing system w e r e  the rule. 
H o w e v e r ,  2 3  preoperative consultat ions (27%) were judged 
to b e  def ic ient .  Compliance with recommendations w a s  
high (95%) but  o ther  m e a s u r e s  of consultation effect w e r e  
low. Key words: compliance; consultation, surgery. ] GEN 
INTERN MED 1987;2:89-92.  

IT IS ESTI~U~TED that internists spend be tween  15 and  
55% of their time performing consultations, 1 by 
which they provide a vital and  essential  service to 
the quality of ca re  in hospitals. In the last decade ,  
severa l  studies conducted  at university hospital 
training programs have  eva lua ted  the consultation 
process.  2"8 A method for measur ing  the quality of 
consultations was  developed,  ba sed  on compliance 
with written recommendat ions ,  impact on diagnosis 
a n d / o r  management ,  deve lopment  of new diag- 
noses, and  the genera l  usefulness of r ecommenda-  
tions. Excessive length of discussions, 2 nonspecific 
and  excessive number  of recommendat ions ,  2' 3 poor 
communication,6, 7 and  confusion over  reasons  for 
consultations 7 were  associa ted  with poor efficacy. 
Positive correlations were  found for p resence  of fol- 
low-up, 2-S specific and  brief recommendat ions,  ~' 4, 5 
and  short response  time. s 

We report  the results of our examinat ion of the 
pract ice of preopera t ive  medical  consultations in the 
community hospital setting, which to our knowledge  
has  not b e e n  previously studied. Our review was  
restricted to preopera t ive  medical  consultations be- 
cause  of the f requency of its utilization in community 
hospitals such as ours and  because  of the substan- 
tial amount  of scientific da t a  that has  recently been  
published regard ing  the s tandards  of the medical  
consultation in this setting. 8, 9 

METHODS 

Mount Sinai Hospital is a 379-bed teaching hos- 
pital in Hartford, Connecticut. Over  a two-month pe- 
riod, December  1, 1984, through January  31, 1985, 
we rev iewed all the preopera t ive  medical  consulta- 
tions for patients d i scharged  from the inhospital Sur- 
gical Service. Our study consisted of two compo- 
nents: chart  review and  consul tan t / surgeon  
interview. 

C h a r t  Review 

Within a week  of the patient 's discharge,  e ach  
consultation was  eva lua ted  in five different a r eas  
independent ly  by  both authors.  Conclusions were  
r e a c h e d  jointly. Minor discrepancies  in the re- 
viewers '  findings were  resolved by consensus.  The 
following a r ea s  were  reviewed: 

1. Need for consul tat ion--We considered  a 
preopera t ive  consultation neces sa ry  when  one of 
the following criteria was  present: patient age  ~ 70 
yea r s  (age at which surgical risk increases1°), pres- 
ence  of an  acute  or chronic medical  problem requir- 
ing evaluat ion a n d / o r  management ,  assessment  of 
labora tory  abnormalities,  and  need  for confirmation 
of an  illness. 

2. Quality of consul tat ion--The consultant 's 
note was  rev iewed in the context of the da t a  avail- 
able  in the chart  at the time of consultation. The con- 
sultation was  judged satisfactory when  depth  of dis- 
cussion, attention to detail and  recommendat ions  
were  appropriate .  A consultation was  ra ted  deft- 
cient when  the information it conta ined was  extra- 
neous and  unfocused, or the assessment  was  super- 
ficial a n d / o r  inadequate ,  or specific medical  issues 
evident  in the chart  were  not add re s sed  (such as  
labora tory  abnormalities,  specific diseases,  or med- 
ication administration). Medication administration 
was  cons idered  deficient when  the two authors 
a g r e e d  that the t reatment  was  substandard.  

3. Recommendat ions- -The  consultants'  rec- 
ommendat ions  were  rev iewed as  to number  (i.e., ex- 
cessive?), type (diagnostic vs. therapeutic), and  
compliance rate. 
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4. Consultation impact - - Impact  was  mea-  
sured by compliance with recommendat ions,  
changes  in surgical plan, or diagnosis of new 
problems. 
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5. Need for postoperative follow-up by 
consul tant - -We determined there was  need  for 
postoperat ive follow-up if the medical  problems 
present  preopera t ive ly  persisted postoperatively.  

Consultant and Surgeon Interviews 

An attempt was  m a d e  to interview the consul- 
tant and  the surgeon within a month of surgery and  
within two weeks  of d ischarge  of the patient from the 
hospital. Only those who clearly recal led the case  
and  the consul tan t / surgeon interaction were  in- 
cluded in the results. Each part icipant was  asked: 

"What was the reason for the consultation?" 

"How did the consultant/surgeon communicate with 
you?" 

In addition, the surgeon was  asked  about  the con- 
sultant's response  time and  the consultant was  
asked  whether  he or she had  previously ca red  for 
the patient. 

RESULTS 

Eighty-five consecutive preopera t ive  consulta- 
tions were  identified and  reviewed.  Eighty (94%) of 
the consultants and  79 (93%) of the surgeons were  
interviewed. Seventy- three  surgical operat ions 
were  classified as elective and  12 as emergency .  
There were  40 genera l  surgery cases,  17 urology, 12 
orthopedic, 4 gynecology,  4 ophthalmology, 3 neu- 
rosurgery, 3 cardiovascular ,  and  1 e a c h  from dental  
and  ENT services. Thirty-three surgeons (range: 1 to 

TABLE 1 

Medical Problems Encountered by Consultants in Three or More of 85 
Patients Studied 

No. (O6) 

Clinical conditions 
Hypertension 36 (42) 
Arteriosclerotic heart disease 23 (27) 
Heart murmur 22 (26) 
Diabetes 18 (21 ) 
Arrhythmia 17 (20) 
Anemia 14 (17) 
Chronic obstructive lung disease 12 (14) 
Urinary tract infection 8 ( 9 )  
Status post coronary bypass 6 ( 8 )  
Peripheral vascular disease 5 ( 6 )  
Seizure disorder 4 ( 5 )  
Steroid dependency 4 ( 5 )  
Rheumatoid arthritis 4 ( 5 )  
Hypothyroidism ,4 (S )  
Chronic anticoagulation 3 ( 4 )  
Fever 3 ( 4 )  

Laboratory abnormalities 
Electrocardiogram 43 (51 ) 
Low hematocrit 14 (17) 
Low potassium 12 (14) 
Chest x-ray 9 ( 11 ) 
Miscellaneous 25 (29) 

TABLE 2 

Reasons for Preoperative Consultation for the 85 Patients Studied 

No. (°6) 

78 (92) Consultation needed 
Age > 70 years 34 (40) 
Assess chronic illness 68 (80) 
Assess acute illness 13 (15) 
Assess laboratory abnormality 59 (69) 
Confirm illness 3 (3) 

Consultation not needed 7 (8) 

16 patients per  surgeon) and  40 members  of the De- 
par tment  of Medicine (range: 1 to 5 consultations per 
consultant) were  responsible for the ca re  of the 
patients. 

Chart Review 

The medical  problems in our group were  similar 
to those in the genera l  population, namely  cardio- 
vascular  and  d iabetes- re la ted  diseases,  with a dis- 
e a s e  p reva lence  similar to that found in a study of 
preopera t ive  consultations in a university hospital 8 
(Table 1). The preopera t ive  consultations were  
n e e d e d  most frequently for the assessment  and  
m a n a g e m e n t  of these chronic medical  problems 
(Table 2). Many patients had  two or more reasons.  
We identified seven  patients (8%) for whom preoper-  
at ive consultation was  not neces sa ry  accord ing  to 
our criteria. 

For 62 patients (73%), we found the preopera t ive  
consultation to have  included a detai led history and  
physical  examination,  attention to labora tory  ab- 
normalities, and  appropr ia te  the rapy  recommenda-  
tions. No preopera t ive  consultation was  cons idered  
unfocused or found to contain ext raneous  informa- 
tion; however,  in 23 cases  (27%), the consultants'  
notes were  deficient in other respects.  In eight cases,  
the consultant 's evaluat ion was  genera l ly  deficient, 
lacking an  a d e q u a t e  history and  physical, or ignor- 
ing re levant  clinical issues a n d / o r  labora tory  ab- 
normalities. Fifteen consultations were  judged defi- 
cient in specific a reas .  In six cases  (7%) we felt that 
the use of medicat ion was  not optimal. In five cases  
(6%) the consultant failed to address  one  or more 
specific labora tory  abnormalities.  In four cases  (5%) 
the consultant failed to eva lua te  a specific clinical 
issue adequate ly .  

The consultant m a d e  recommendat ions  for 62 of 
the 85 patients. In 52 of the cases,  the consultant 
actually wrote the recommendat ions  on the order  
sheet  in the chart. The recommendat ions  were  
usually brief and  either therapeutical ly or diagnosti- 
cally directed: recommendat ions  about  medicat ion 
were  m a d e  for 52 patients, laboratory  tests for 39 
patients, procedures  for 4 patients, and  anes thes ia  
for 1 patient. 
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Consultation impact was  high when  measu red  
by  compliance with the recommendat ions .  In 59 of 
62 cases,  the recommendat ions  were  followed. Con- 
suhation impact was  less using other criteria. In 
seven  cases  (8%) the consultant d iagnosed  a new 
illness not noted by the surgeon. In six cases  (7%) the 
consultant had  an  impact on the surgical decision; in 
five cases  the consultant de l ayed  surgery, and  in 
one  case  the consultant cancel led  surgery and  
t ransferred the patient to the medical  service. 

In 68 cases  (80%) we judged postoperat ive fol- 
low-up of medical  problems to be required. In 61 
(90%) of these cases  the consultants followed the pa-  
tients postoperatively.  In 17 cases  (20%) we judged 
postoperat ive follow-up not to be necessary .  Of 
these, only four cases  were  followed postoperat ively 
by the consultant. In total, of the 65 patients who 
rece ived  postoperat ive follow-up, 61 (94%) had  been  
followed justifiably. 

Consultant and Surgeon Interviews 

Seventy-eight  of the 80 consultants and  78 of the 
79 surgeons interviewed recal led the details of the 
preopera t ive  consultation. Seventy-four percent  of 
the internists and  70% of the surgeons perce ived the 
pr imary reason  for the consultation as  being for as- 
sistance in the m a n a g e m e n t  of chronic medical  
problems. Forty-six percent  of the internists and  64% 
of the surgeons emphas ized  the continuity of prior 
care.  In 69 of 80 cases,  the consultant had  previously 
ca red  for the patient. Seventy-seven  surgeons (98%) 
felt that the response  time had  been  appropr ia te  and  
brief, i.e., less than 24 hours from admission. 

Both surgeons and  consultants emphas ized  the 
major  role of verbal  communications in their consul- 
tation process  (Table 3). Only 6 of 78 consultants 
rece ived  any  information from the chart. Although 
the majority of surgeons also relied on verbal  com- 
munication, they rece ived  at least par t  of the consul- 
tant information from the chart  in 63 of 79 cases .  

DISCUSSION 

Our study looked at preopera t ive  medical  con- 
sultations over  a two-month period in one  commu- 
nity teaching hospital. We do not know whether  our 
results typify community hospital consultation prac-  
tices. However,  it m a y  be  that our results reflect the 
quality of consultations in the community hospital 
environment  more accura te ly  than prior studies that 
were  uniformly restricted to academic  centers.  

In the majority of cases  in our study the consul- 
tant  h a d  previously ca r ed  for the patient.  Both con- 
sultants a n d  surgeons  emphas ized  continuity of ca re  
as  a major  factor in justifying preopera t ive  consulta- 
tions and  postoperat ive follow-up. This is in contrast  
to consultations in university medical  centers. 

TABLE 3 

Communications Between Consultant and Surgeon Regarding the 85 
Patients Studied 

Consultant 
Surgeon Received Received 
Information from Information 
Consultant (79 from Surgeon 

Interviews) (80 Interviews) 

Verbally 15 59 
Verbally and through others* 0 4 
Through others* 0 9 
Verbally and by chart 40 4 
By chart 22 2 
By chart and through others* 1 0 
Don't remember 1 2 

*Nurse, physician assistant, desk clerk, patient's family. 

The importance of verbal  communication be- 
tween  the consultant and  the surgeon in the consul- 
tation process has  been  emphasized.  7 In this com- 
munity hospital, interphysician communication was  
frequently verbal  in nature  and  not recorded  in the 
patient 's chart. 

Problems identified in university studies of ex- 
cessive response  time, nonspecificity of suggestions 
and  excessively detai led histories and  physicals 
with ext raneous  reference  citations, z7 did not ap- 
pea r  to any  significant deg ree  in our study. The re- 
sponse time was  almost a lways  brief and  the recom- 
mendat ions  focused on specific therapeutic  or 
diagnostic medica l  m a n a g e m e n t  issues. 

In contrast  to the comprehens ive  app roach  
often taken by academic  consultants, we found 
shortcomings in the consistency of the depth  and  
thoroughness  of the written consultation. Deficien- 
cies re la ted to poor evaluat ion of patients '  problems, 
lack of attention to abnormal  labora tory  and  ECG 
findings, and  lack of attention to therapeutic  issues. 
The consultants evidently "glossed over"  some 
aspects  of the case  rather  than carefully "looking for 
themselves," a key characterist ic of a good 
consultation. ~ 

The deg ree  of compliance with the consultant 's 
r ecommendat ion  as a method of measur ing  the con- 
sultation effect m a y  not be appropr ia te  in the com- 
munity hospital setting. In our study almost all the 
recommendat ions  were  followed, which is not sur- 
prising since in 52 of the cases  the consultant actu- 
ally wrote the orders on the order  sheet  in the chart. 
On the other hand,  in only six cases  was  surgery 
de l ayed  or cancel led  as a consequence  of the pre- 
opera t ive  consultation, and  in only seven  cases  did 
the consultant confirm the p re sence  of a new illness 
not identified by  the surgeon. 

Demonstrat ing the n e e d  for preopera t ive  con- 
sultation m a y  become  a crucial issue in the nea r  
future. Trends towards  "bundling of services," capi- 
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t a t i o n  s y s t e m s ,  a n d  "MD D R G s "  m a y  r a d i c a l l y  
c h a n g e  i n c e n t i v e s  for  t h e  p r a c t i c i n g  p h y s i c i a n  ~2' is 
a n d  n e c e s s i t a t e  p r o o f  of a p p r o p r i a t e n e s s  of c o n s u l -  
t a t i on .  D e s p i t e  t h e  p o t e n t i a l  for  o v e r u t i l i z a t i o n  in  th is  
s y s t e m ,  o u r  r e v i e w  a g r e e d  w i t h  t h e  n e e d  for  p r e o p -  
e r a t i v e  c o n s u l t a t i o n  in  92% of t h e  c a s e s ,  a n d  for  p o s t -  
o p e r a t i v e  f o l l o w - u p  in  94%. 
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REFLECTIONS 

Sobriety and Time 

ACCORDING TO EUGENE ROBIN, I "In the context  of a 
specific illness, the doctor  should a t tempt  to optimize 
the  pa t ien t ' s  c h a n c e s  for a s  h a p p y  a n d  product ive  
life a s  possible ."  Most pa t ien ts  with the  d i s e a s e  of 
a lcohol i sm b e c o m e  product ive  re la t ive ly  soon af ter  
they  b e c o m e  abst inent .  When,  however ,  do  they  be-  
come  h a p p y ?  

During r ecove ry  from alcoholism, the initial a b -  
s e n c e  of dr inking is "be ing  dry." But, a s  Alcoholics 
A n o n y m o u s  says ,  a t  best,  d rynes s  is a step, a b r idge  
to the more  complex  s ta te  of sobriety.  2 Sobrie ty  is a 
secure  a n d  h a p p y  state,  a n  abi l i ty  to live comfort- 
ably ,  peacefu l ly  a n d  joyously  with oneself.  Content-  
rnent, exper ts  ag ree ,  is vital  a n d  n e c e s s a r y  for true 
sobriety.  

W h e n  does  the  recover ing  a lcohol ic  b e c o m e  
sober?  It s e e m s  to us that  m a n y  pa t ien ts  would  like to 
know. After all, w e  supply  prognost ic  information, 
w h e n  w e  can,  for the other d i s e a s e s  w e  treat .  
A m o n g  the fears  foremost  in the minds  of sick or 
newly  d ry  a lcohol ics  are ,  " w h e n  will my n e e d  to 
dr ink go  a w a y ? "  a n d  "Will I a l w a y s  wan t  to dr ink?" 

We b e c a m e  in teres ted  in r ecove ry  t ime after  
t ap ing  interviews with a n  abs t inen t  pa t ien t  a t  th ree  
months a n d  a g a i n  at  three  yea rs .  The di f ference 
w a s  r emarkab l e ;  our pa t ien t  h a d  a c h i e v e d  sobr ie ty  
within three  yea rs .  Curious to know whe the r  the t ime 
it took our pa t ien ts  to a ch i eve  sobr ie ty  w a s  typical ,  
w e  r e v i e w e d  m a n y  ar t ic les  a n d  texts. There is no 
sho r t age  of writ ings on  the d i s e a s e  but ex t remely  
little on the course  of recovery .  3 VaiUant p roposes  
some  answers .  4 He dis t inguishes  e a r l y  a b s t i n e n c e  
from the secure ly  abs t inen t  (e.g., sobriety).  In his 

study, af ter  three  years ,  the  secure ly  abs t inent  
(sober) men  a p p e a r e d  to b e  functioning a s  well  a s  
non-alcohol ics .  They  were  unl ikely to d ie  a n d  far 
more  a b l e  to en joy  their  survival .  In their  responsibi l -  
ity a s  parents ,  success  a s  employees ,  a n d  mar i t a l  
en joymen t  they  we re  c o m p a r a b l e  to m e n  for whom 
a lcohol  h a d  neve r  b e e n  a problem.  They h a d  b e e n  
a s  symptomat ic  a n d  an t i soc ia l  a s  those  w h o s e  dis- 
e a s e  h a d  cont inued  t o p r o g r e s s .  

Al though our k n o w l e d g e  is ye t  limited, it a p -  
p e a r s  that  conten tment  is d e s i r a b l e  a n d  m a y  i n d e e d  
b e  the  bes t  w a y  to insure  ongo ing  sobriety.  It occurs  
g radua l ly ,  p r o b a b l y  usual ly  tak ing  two to three  
yea rs .  With k n o w l e d g e  of the  time it t akes  to a c h i e v e  
full recovery ,  the phys i c i an  c a n  a d v i s e  the  patient ,  
family a n d  employer ;  c a n  w a r n  a g a i n s t  the "quick 
fix"; a n d  in pa r tne r sh ip  with other  resources ,  c a n  see  
to it that  this o therwise  d e a d l y  d i s e a s e  is a d e q u a t e l y  
treated.--Donal F. Sweene¥,  MD, and Peter F. 
McGoey, MA, Santa Barbara, California 

References 

1. Robin EF. Matters of life and death: risk vs. benefits of medical 
care. New York: W. H. Freeman. 1984. 

2. About AA--Newsletter for Professional Men and Women, 
Spring 1984 

3. Kurtines WM, Ball LR, Wood GH. Personality characteristics of 
long-term recovered alcoholics: a comparative analysis, J Con- 
sult Clin Psychol 1978;45:971-7 

4. Vailtant GE. The natural history of alcoholism. Cambridge: Har- 
vard University Press, 1983 


