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As VHA expands the use of e-consults, this study suggests that they often are
more timely than are face-to-face consultations.

lectronic consultations

(e-consults), also called

e-referrals, are an alternative

method of obtaining general
patient information through the elec-
tronic health record (EHR) shared
by primary care providers (PCPs)
and specialists in the VHA. In the
e-consult system, test results, medi-
cation lists, and other pertinent data
are available.! Many PCPs are will-
ing to use new technologies to maxi-
mize practice efficiency and patient
convenience.” In the VHAs hub-and-
spoke model of care, e-consults have
the potential to make delivery of
specialty care more efficient by pre-
arranging or completing necessary
diagnostic testing and redirecting
inappropriate referrals to the correct
specialists.!

Some early studies of e-consults
report better communication, im-
proved referral appropriateness, and
greater access to specialty care as well

as better continuity of care and in-
formation transfer between patients
and PCPs.>” Researchers at the VA
Boston Healthcare System in Massa-
chusetts found that 61% of special-
ists surveyed agreed that e-consults
improve quality of care and found
the approach beneficial to help initi-
ate diagnostic testing prior to a face-
to-face visit.® However, researchers
at the Michael E. DeBakey VAMC in
Houston, Texas, found no improve-
ment in care coordination.” To date,
there have been no large-scale evalua-
tions of e-consult programs or assess-
ments of implementation of e-consult
programs.

In early 2011, the VHA Office of
Specialty Care Services (OSCS), Of-
fice of Specialty Care Transformation
launched a national e-consult pilot
as part of a broader effort to improve
the delivery of patient-centered spe-
cialty care. This initiative was based
on core concepts advanced by the
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American College of Physicians,
which highlighted the importance
of specialty care within a patient-
centered medical home and provided
a framework for collaboration.®® The
goals of the e-consult program were
to improve access to specialty care
for veterans and their PCPs, to en-
hance the collaborative relationship
between PCPs and specialists, and to
augment PCP education.

The OSCS created an Electronic
Consultation Implementation Guide
to help sites develop and implement
each of their e-consult programs.'°
The Implementation Guide established
operating rules, strategies for engag-
ing key stakeholders, and recom-
mendations for provider education
and training,

As with face-to-face referrals,
e-consults are organized in a hub-
and-spoke model, where community-
based outpatient clinics (CBOCs)
are linked to a central VAMC. An
e-consult can be accessed by any
CBOC, VAMC, medical center-based
primary care clinic or specialist, and
between medical centers that share
the same EHR. There were 217,014
completed e-consults between May
2011 and December 2013 across
VHA.M

Some programs created an
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e-consult template to aid in the
transition to electronic referrals
(Figure). Although not manda-
tory, the template helped organize
needed information to expedite the
e-consult.

The objective of this evaluation
is to describe the implementation of
e-consults from the perspectives of
PCPs, specialists, and other key staff
involved in the pilot. Key findings
were related to: (1) how the e-consult
pilot was implemented; (2) how im-
plementation of the e-consult pilot
affected providers; and (3) to what
extent the e-consult pilot achieved
programmatic objectives from the
provider’s perspective.

METHODS

The authors conducted a key infor-
mant analysis with 2 waves of inter-
views at 8 e-consult pilot sites across
the U.S., selected for variation on
early progress in implementation.
The sites cannot be identified based
on an agreement with the VA Office
of Labor-Management Relations.

Setting
The e-consult pilot involved
15 VAMC s in 2 cohorts: alpha sites,
which began using e-consults in
May 2011, and beta sites, which
began using e-consults in July
2011. The alpha sites included
10 VAMC:s in 12 medical specialties,
with a total of 21 facility-specialty
combinations. For the evaluation,
sites were defined based on spe-
cialty, regardless of location within
the same medical center (eg, cardiol-
ogy and diabetes at the same VAMC
would be 2 sites). Beta sites included
5 VAMCs with 6 medical specialties
for a total of 6 sites. For 1 year, alpha
sites received $175,000 and beta
sites received $150,000 to support
start-up activities.

Initial specialties included diabe-

(%) OUTPATIENT ENDOCRINOLOGY CONSULT REQUEST:
Choose type of consultation

] Phone consult: For urgent endocrine questions 7:30am

within 48 hours.
V| <-- Click here to begin!
Select the reason for your consult:
) Thyroid
) Pituitary
) Lipid disorders

[V <--- Click here to continue!
Family history: *{) Yes O No
Current Smoker: *[7] Yes ] No

*C) ves Cl No

Existing CVD: *{"] Yes (' No

Diabetes:

Hypertension: *( ves ' No

Treated with statin: *[] Yes (' No
Treated with Fenofibrate/Gemfibrozil:
“] Yes € No

Medication intolerance: *(| Yes { No

Treated with fish oil:

Specify intolerance:

Pertinent Labs:
No CHOLESTEROL in the last 1Y
No HDL CHOL! EROL in the last 1Y
No LDL CHOLESTEROL (calc.) in the last 1Y
No TRIGLYCERIDE in the last 1Y
No Microalbumin in the last &M

SGPT - NONE FOUND

SGOT - NONE FOUND

CREATININE SERUM - NONE FOUND
No CPK in the last &M

Question to be addressed:

Figure. E-Consult Template Screenshot

- 4:00pm Mountain Time.

Page Endocrine Fellow during other hours.

{¢) E-consult: Provider-to-provider endocrine consultation with response

+] Yes € No

tes, hepatitis C, geriatrics, cardiology,
liver transplant, dementia, gastroin-
testinal disease, pulmonary medicine,
rheumatology, pain management,
neurosurgery, infectious diseases,
hematology/oncology, and vascu-
lar surgery. Facilities could add ad-
ditional e-consult specialties but did
not receive further funding.

Sample

Study participants were selected from
8 of the 15 pilot sites (geographic
site/specialty combinations). Site se-
lection was based on 2 measures of
baseline e-consult implementation:
(1) overall e-consult implementa-
tion rates, measured as the ratio of
e-consults to all consults for the spe-
cialties of interest; and (2) CBOC
participation, measured as the ratio
of e-consults for patients from
CBOCs vs e-consults for patients
from primary care clinics located

within the 152 VAMCs. Participation
with CBOCs was important for en-
suring that implementation factors
that influenced uptake of e-consults
within tertiary medical centers and
between VAMCs and CBOCs could
be identified. Two e-consult sites
were randomly selected from each
of the 4 resulting categories (VAMC
high volume, VAMC low volume,
CBOC high volume, and CBOC low
volume). Volume data of e-consults
were obtained from the VA Corporate
Data Warehouse and assessed from
the beginning of the pilot period to
initial site selection, May 2011 to
February 2012.

Respondents were identified
using a modified snowball sampling
process. Snowball sampling is a
qualitative sampling technique that
identifies study participants, who
then identify other potential par-
ticipants to participate in the study.
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E-CONSULTS

The researchers started with the local
e-consult initiative lead and then
contacted the directors of primary
care and specialty care services for
help identifying PCPs, specialists,
and support staff (nurse practitioners,
pharmacists, program managers, in-
formatics staff, and medical support
personnel) engaged in the initiative.
The goal for follow-up interviews
was to interview at least 2 of the
following respondents at each site:
e-consult project manager, PCP, and/
or specialist. Due to turnover and
changes in clinic roles, some follow-
up interviews were conducted with
different individuals from the base-
line interviews.

Data Collection

Interviews followed semistructured
interview guidelines and included
open-ended questions designed to
elicit rich responses to a variety of
aspects related to e-consult imple-
mentation, including patient needs,
communication, leadership, re-
sources, priorities, knowledge about
the program, and unintended con-
sequences. Follow-up interviews ad-
dressed how e-consults impacted the
quality of specialty care; the impact
of e-consults on Patient Aligned Care
Teams (PACTs), the VHA patient-
centered medical home initiative for
primary care; and how e-consults
have been used, eg, whether patients
were involved in the decision to seek
an e-consult.

Two interviewers who had par-
ticipated in a 1-day, in-person train-
ing covering both data collection
and analyzing key informant data
conducted the 40 to 60 minute tele-
phone interviews. One team mem-
ber conducted the interview while
the other took field notes. Inter-
views were also recorded. Follow-up
probes were used to elicit specific ex-
amples and ensure sufficiently rich

data. Following each interview, the
notetaker reviewed the audio record-
ing and filled in details in the field
notes. The interview team debriefed
and reviewed the augmented field
notes and audio recordings, which
became the primary data sources for
the study.

Analysis

This was a qualitative descriptive
analysis.!? Interview data were ana-
lyzed using an iterative, inductive
content analysis method using an
open coding approach (ie, a priori
codes were not defined for this por-
tion of the analysis)."” Two members
of the research team used audio re-
cordings and summary transcripts si-
multaneously to code data. Summary
transcripts were compared with the
recorded interviews to assure fidelity.

The researchers used Atlas.ti (Ber-
lin, Germany) qualitative data analy-
sis software to organize the coding
process. Emergent codes were itera-
tively added throughout the analy-
sis to reflect quotations that did not
adequately fit previously developed
codes. Codes were combined weekly
to biweekly. After the combinations
were completed, the analytics team
met to review meanings of codes to
ensure consistency of coding and
interpretations.

To create categories, broad themes
were identified from interview re-
sponses and grouped under high-
order headings that described distinct
aspects of participant experience. The
analysis was intentionally kept close
to the original data to reflect and de-
scribe the participant’s experience as
accurately as possible. In support of
analytical rigor, members of the mul-
tidisciplinary research team, com-
posed of clinicians, implementation
scientists, and mixed methodologists,
reviewed findings to assess their thor-
oughness, comprehensiveness, and

representativeness across roles and
participating sites."*

RESULTS

The e-consult evaluation period was
from November 1, 2011, to July 31,
2013. Key conclusions were drawn
from both alpha and beta sites
(Table). Baseline interviews were
conducted with 37 participants at
8 sites from April 10, 2012, to Au-
gust 6, 2012. Follow-up interviews
were conducted with 21 of the
37 participants at the 8 sites. Follow-
up interviews with either a PCP or
specialist could not be scheduled at
1 site. Follow-up interviews were
conducted from April 16, 2013, to
June 18, 2013. Open coding con-
tinued until saturation (the point
at which subsequent data failed to
produce new findings)."” This oc-
curred after analysis of 22 baseline
interviews (12 PCPs, 6 specialists,
1 pharmacist, and 4 other staff mem-
bers) and 17 follow-up interviews
(10 PCPs, 4 specialists, 1 pharmacist,
and 2 other staff members).

Implementation

The e-consults provided a program-
matic structure to the more informal
practice of obtaining diagnostic or
therapeutic advice from a specialist.
Several of the specialists interviewed
described having previously used ex-
isting informal consult processes that
were “like e-consult.” These special-
ists reported that their practice pat-
terns did not change significantly
since implementing e-consults,
because they have been “using the
Computerized Patient Record System
(CPRS) in an e-consult way for many
years.” In these cases, the primary
change resulting from the initiative
was that national VHA workload
policy was revised so that e-consults
were assigned a CPT (Current Proce-
dural Terminology) code and special-
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ists began receiving workload credit
for completing e-consults.

At sites where an informal
e-consult practice was already in
place, the initiative was consistently
described as flexible. Many specialists
reported that this degree of flexibil-
ity allowed them to make a relatively
easy transition to e-consults by adopt-
ing new mechanisms to support exist-
ing processes. The e-consult initiative
also allowed specialists to formally
document this work and to increase
the efficiency of specialty care.

Specialists drove the implemen-
tation process across sites. The
e-consults were envisioned as a col-
laborative process; however, dur-
ing initial interviews, few specialists
mentioned PCPs when describing the
development and implementation of
the e-consult program. Primary care
providers also reported having little
awareness of or input into how the
initiative was implemented, although
this had little consequence on the use
of e-consults.

In a rare case, a PCP reported that
poorly designed, lengthy e-consult
templates were a major barrier to
using e-consults for specific special-
ties. The PCP said, “E-consults have
created an elaborate but extraordi-
narily cumbersome tool that is dif-
ficult for PCPs to actually accomplish,
because you have a consult menu that
requires a lot of data to be entered—a
lot of history from the chart, a lot of
exam findings, a lot of previous cog-
nitive testing scores; neurologic find-
ings—lab and imaging tests.”

Still, many other PCPs described
receiving detailed information and
guidance from e-consults. “E-consults
help me to be more accurate. Many
providers don’t have a comfort with
pain management. To get guidance
and education and to really hold our
hand, this is how to do this...this has
been a big change. If they give you

E-CONSULTS

Table. Semi-Structured Interviews by Site and Specialty

VHA | No. of Initial No. of Follow-Up Follow-Up
Site | Participants Baseline Interview Participants Interview
A 3 2 PCPs, 1 0S 2 1PCP, 1 SP
B 6 3 PCPs, 3 0S 3 2 PCPs, 1 0S
C 3 2 PCPs, 1 SP 2 2 PCPs

D 5 3 PCPs, 1SP, 1 0S 3 2 PCPs, 1 0S
E 5 2 PCPs, 2 SPs, 1 0S 3 1 PCP, 2 SPs
F 5 3 PCPs, 1 SP, 1 pharmacist 2 1 PCP, 1 pharmacist
G 4 2 PCPs, 2 SPs 2 1 PCP, 1 SP
H 6 5 PCPs, 1 SP 4 3 PCPs, 1 SP
Total 37 21

Abbreviations: OS, other support staff; PCP, primary care provider; SP, specialist.

a great response, then [for] the next
patient [with that condition], you
go back to that note and then follow
what was said there,” said one PCP

In follow-up interviews, provid-
ers and other key staff stated there
were more data available on the pa-
tient as a result of the e-consult and,
consequently, even when specialists
determined that a patient needed an
in-person visit, the data obtained in
the e-consult improved the quality of
the in-person consultation.

Enhanced Communication and
Collaboration

Neither the PCPs nor the specialists
were aware of the collaborative in-
tent of the initiative. They focused,
instead, on other key aims, such as
increasing accessibility and minimiz-
ing unnecessary patient travel. Most
participants were generally posi-
tive about e-consults during base-
line interviews, and this perception
increased over time.

Both the PCPs and the specialists
reported improved communication
following the launch of e-consults.
In follow-up interviews, some PCPs

reported that before e-consults, they
had trouble getting timely responses
from specialists unless they knew
them personally. “You had to know
the person in the old days,” one re-
spondent said. “After e-consults,
responses improved...e-consult is
available to have the resources to tap
that knowledge base, and the team
is answering the question. I think it
opens up access and information and
knowledge to everybody.”

Many PCPs spoke positively about
this new communication tool as an
opportunity to learn from specialists
and said they valued the input they
received. They felt the increased in-
teraction between the 2 groups posi-
tively benefited patient care. One
example cited that collaborative com-
munication improved care coordi-
nation for veterans: “We are able to
step in with e-consults to coordinate
services, and this has been huge in
improving care.”

Furthermore, follow-up interviews
found that all participating PCPs and
specialists were communicating more
frequently and effectively. “Services
that have embraced e-consult give a
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lot of great information flowing back;
it’s closer to a real-time conversa-
tion,” said one respondent.

In baseline interviews, some spe-
cialists described how e-consults
went against their belief that patient
care is synonymous with face-to-face
medical treatment and voiced dissat-
isfaction with e-consults as “sitting in
front of a computer” rather than “see-
ing patients.” Others were concerned
that medical center administration
would not recognize the time it takes
to conduct an e-consult and therefore
not add necessary specialists staff. “E-
consults take work and time, just like
seeing a patient. I worry that won't be
seen,” one specialist said.

In order to successfully implement
the e-consult initiative, providers and
staff needed to incorporate new pro-
cesses into their daily workflow.

Most sites did not develop a
mechanism in which specialists re-
ceived feedback regarding the out-
come of their consultations. This lack
of response created anxiety for some
specialists in the absence of the face-
to-face encounter, leaving some won-
dering whether they or the PCP had
missed anything. According to one
specialist, “That’s always in the back
of your head: ‘Have I [the specialist]
missed something?”

In follow-up interviews, none of
these concerns were raised. Primary
care providers tended to speak of the
care provided by specialists through e-
consults in very positive terms, except
in those instances where PCPs felt the
e-consult template was difficult to use
and required too much time to com-
plete. “I was worried in the begin-
ning about patients thinking less of
me, but we ask for help all the time.
We're asking for help and not incon-
veniencing the patient; they seem to
like it very much,” one PCP said.

The e-consults also complement
PACTs. Initially, a few participants

described soliciting patient input
regarding the choice to have an
e-consult or a face-to-face visit. Dur-
ing follow-up interviews, participants
highlighted how well e-consults fit
in to the PACT philosophy. One par-
ticipant said, “The PACT team seeks
to improve quality of care. E-consult
fits very well with this, because an-
swers to questions can come quickly,
and the veteran may not need to
come back to the clinic to be seen,
even though things are still getting
accomplished. E-consult works very
well. E-consults were credited with
improving access to specialty care as
a tool for PACT.”

Achieving Program Objectives

Based on interviews, support for the
e-consult program has increased over
time as providers have gained experi-
ence with the program and have seen
its benefits. Respondents at all sites
consistently supported the concept
of e-consults and expressed their be-
lief in the importance and value of
e-consults in improving patient-c
entered care, primarily by reducing
the need for patients to travel to see
specialists, reducing the time to ob-
tain feedback from specialists, and
maintaining the provision of high
quality care.

“Last year we only had 2 clinics
categorized as e-consults. As of now
we have 14 e-consults available for
our providers. I think the numbers are
growing. They are realizing the value
of e-consults as far as the provider’s
needs being met,” said one respondent.

The e-consults were credited with
improving access to specialty care for
veterans. Several participants stated
that e-consults improved access to
specialty care services and decreased
travel for veterans. “Its another way
of getting care to the patient when
the patient needs it without having to
wait,” said one respondent.

Many PCPs described how diffi-
cult it was for patients to get to spe-
cialty appointments—particularly for
their elderly, disabled, and rural pa-
tients—before the implementation
of e-consults. “I like the fact that pa-
tients who live very far don't have to
come back. A lot of our patients are
older...diabetic, see me Monday and
back on Thursday. Now, they are able
to stay home and follow the recom-
mendations I write,” said one PCP,

Most providers were of the opin-
ion that patients liked the program.
“I think e-consults are helping pa-
tients...It’s been very successful re-
garding decreasing travel...Quicker
response time for specialty care,” said
a PCP Several providers also stated in
follow-up interviews that there was a
greater degree of patient participation
in the e-consult process and that “pa-
tients are definitely informed.”

DISCUSSION
Most PCPs reported that the e-
consults were an effective means of
consultation and contained the in-
formation they needed to provide
high-quality coordinated care. Most
also found e-consult templates easy
to complete. A majority of PCPs felt
sufficient control over the choice of
whether to use e-consults or an in-
person visit, and a minority of pa-
tients were involved in the decision
to receive an e-consult. Although
the OSCS outlined guiding prin-
ciples and operational rules in the
Implementation Guide to help sites
implement the e-consult program,
its contribution was limited. Few
examples were found that engaged
PCPs in development of the e-consult
program locally; involving patients
in the decision to obtain a specialty
consult electronically or in person;
and PCPs feeding back results to
specialists.

Implementing e-consults posed a
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number of challenges, including lack
of resources to respond to referral re-
quests, lack of referral policies and
standardized procedures, and confu-
sion related to roles and responsibili-
ties. This is consistent with findings
from another VHA research project of
e-consults in 2 VHA health systems
that was conducted prior to this na-
tional level e-consult pilot.”

Communication by OSCS of key
aspects of the e-consult initiative will
be critical as more sites implement
e-consults. Since initiation of this
pilot, workload specifications and
credit have changed from 1 code to
3 codes, to more accurately reflect the
amount of time a specialist consul-
tant spends reviewing the EHR and
responding to the consult. Without
seeing the patient directly, specialists
are more reliant on the PCP to de-
scribe the problem and provide ad-
equate information in the e-consult
request in order to provide recom-
mendations back to the PCP.

Primary care physicians need
to know that e-consults are avail-
able and determine when they are
appropriate. A template or other
guidance may be helpful to ensure ad-
equate information is provided in the
e-consult request; and the informa-
tion provided by the specialist in
response to the e-consult has to be
sufficient for the PCP to provide
care. VHA continues to expand the
use of e-consults throughout the sys-
tem, as this pilot found that the elec-
tronic option was often more timely
than were face-to-face consultations.
The result of this evaluation has in-
formed national implementation of
this effort.

Limitations

There are 3 main limitations to
this study. First, because there was
no practical way to preidentify par-
ticipants who participated in im-

plementing e-consults, a modified
snowball sampling was used. How-
ever, this limited the degree to which
the group was representative of the
pilot participants. Second, the au-
thors reported findings from a real-
world initiative, not an experimental
study. As such, not all participants
in the first wave of key informant
interviews were available for fol-
low-up interview, which may have
introduced bias. Third, the VHA is
unlike most of the rest of the U.S.
health care system in that it is a fully
integrated system with salaried PCPs
and specialists and an EHR.

Generalizability of the study may
be limited, as a modified snowball
sampling approach is not entirely
random and has potential for com-
munity bias, because initial partici-
pants influence subsequent sampling.
Additionally, though the sample size
(n = 37) was sufficient for qualitative,
in-depth analysis, it may be too small
for confident generalization of find-
ings. However, as health care moves
toward an accountable care organiza-
tion system, the authors’ analysis may
provide insights.

Issues include revision of reim-
bursement policy for e-consults and
developing or coordinating informa-
tional technology infrastructures to
permit e-consults. It is also important
to note that this evaluation reports
solely on the extent of implementa-
tion of e-consults and the effects of
e-consult implementation from the
perspectives of staff, including spe-
cialists and PCPs.

Evaluating the effectiveness of
the program in improving access,
care coordination, and patient satis-
faction was beyond the scope of the
study. Further research is needed,
because findings on those outcomes
are critical for drawing inferences
about this study’s implementation
results.

E-CONSULTS

CONCLUSION

The assessment of the e-consult sys-
tem by providers and staff was based
on a perception that e-consults are
a valuable tool in providing greater
access to quality care. Currently,
e-consults have been expanded across
VHA in medical and surgical special-
ties. VHA policymakers have drafted
field guidance and a communication
plan to support these efforts. @
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