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E lectronic consultations, or e-consults, are a technology for 

asynchronous clinician-to-clinician communication via 

an electronic health record (EHR) or stand-alone platform.1 

Typically, a primary care clinician (PCC) initiates an e-consult 

request, and a specialist clinician provides a written response. 

e-Consults can ensure timely access to specialist advice and 

decrease unnecessary face-to-face encounters, thus increasing 

patient and clinician satisfaction, decreasing costs, and improving 

quality outcomes.2-5 Numerous health systems in the United States 

and abroad have moved to implement e-consults,1,6 and the use of 

e-consults expanded during the COVID-19 pandemic.7

Research shows that an effective consultation is contingent 

on the clarity and completeness of the request.8 The nature and 

framing of the initial question can affect the direction of the 

consultation, as determined in one study of traditional referrals 

in a tertiary care center.9 In application to e-consults, Tran et al 

found that diagnostic questions were more likely to be answered 

entirely as an e-consult compared with questions about the utility 

of a face-to-face referral.10 Bergus et al reported that well-formulated 

e-consult questions specifying the proposed intervention and the 

desired outcome were more likely to be answered via e-consult 

alone than those that did not contain such details.11 However, fewer 

than 40% of questions were deemed well formulated. Similarly, 

Ahmed et al found that nearly one-third of the reviewed e-consults 

did not meet 4 criteria for appropriateness formulated by the study 

team—namely, they were potentially answerable by reviewing 

evidence-based summary sources, requested logistic information, 

had inappropriate clinical urgency, and/or had inappropriate 

patient complexity.5

What is missing from this literature is an empirically grounded 

yet conceptually rich understanding of the potential reasons for 

suboptimal e-consult requests. The US Department of Veterans 

Affairs (VA), the largest integrated health system in the United 

States and an early adopter of e-consults, offers a unique oppor-

tunity to explore issues surrounding e-consults.12 In this article, 

we present diverse perspectives from VA clinicians on the quality 

of e-consult requests they send and receive. We then discuss the 
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ABSTRACT

OBJECTIVES: Electronic consultations, or e-consults, 
which are requests for specialist advice without direct 
patient interaction, are becoming increasingly common 
across health systems. We sought to identify clinicians’ 
perspectives on the quality of e-consult requests that they 
send and receive.

STUDY DESIGN: A qualitative research study at the 
US Department of Veterans Affairs (VA) New England 
Healthcare System.

METHODS: We interviewed a total of 73 clinicians, 
including 38 specialists across 3 specialties (cardiology, 
neurology, pulmonology) and 35 primary care clinicians 
(PCCs), between March and June 2019. The interviews were 
analyzed using thematic analysis.

RESULTS: VA specialists and PCCs generally agreed 
that e-consult requests should be focused and precise, 
not require lengthy chart review, and include adequate 
preliminary workup results. At the same time, specialists 
expressed frustration with what they perceived as 
suboptimal e-consult requests. Interviewees attributed this 
gap to 3 factors: limitations of the electronic health record 
user interface, divergence between PCCs and specialists in 
the areas of expertise, and organizational pressures on the 
2 groups. 

CONCLUSIONS: VA clinicians’ perspectives on suboptimal 
requests contain lessons that are broadly applicable to 
other health systems that seek to maximize the potential 
of e-consults to facilitate clinician collaboration and 
care coordination. 
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implications of our findings for health systems 

that may want to tackle the issue of suboptimal 

e-consult requests.

METHODS
Study Design

This article draws on the larger qualitative 

research study of e-consult implementation 

in the Veterans Integrated Service Network 1 

(VISN 1).13,14 VISN 1 comprises 8 VA medical 

centers and more than 40 affiliated commu-

nity-based outpatient clinics (CBOCs) across New England. 

We selected 6 VA medical centers with associated CBOCs with 

different rates of e-consult use. Our team included clinician and 

nonclinician researchers with backgrounds in health services 

research, informatics, anthropology, and medicine. The study 

was approved by the VA Bedford Healthcare System Institutional 

Review Board.

Participants

E.A. (health services researcher with doctoral-level training in 

anthropology) conducted semistructured phone interviews from 

March to June 2019 with 73 clinicians, including 35 frontline PCCs 

across disciplines and 38 specialists from 3 specialties with a high 

e-consult volume (cardiology, neurology, and pulmonology). To 

represent a broad range of practice patterns, we recruited 53 partici-

pants from VA medical centers, where specialists and PCCs are 

generally colocated, and 18 participants from CBOCs, where PCCs 

practice in relative isolation from specialists. Thirteen participants 

were in a clinical leadership position at their site. Additionally, 

we interviewed 2 clinical leaders at the VISN level. See Table 1 for 

information about participants.

Recruitment and Data Collection

We identified prospective participants using public directories, 

internal email lists, and snowball sampling. Invitations to participate 

were sent via email; verbal informed consent was obtained prior to 

each interview. In interviews with PCCs and specialists, we elicited 

their personal experiences with and opinions on e-consults. Clinical 

leaders were asked about current practices and challenges related 

to e-consult use on the organizational level. In addition to broader 

exploratory questions about e-consults, we asked participants 

about characteristics of optimal/appropriate and suboptimal/

inappropriate e-consult requests (see eAppendix [available at 

ajmc.com] for the interview guides). In this article, we report only 

on participants’ perceptions of e-consult requests; other facets of 

our findings are described elsewhere.13,14 The interviews ranged 

from approximately 16 minutes to 60 minutes in length, with the 

mean being approximately 34 minutes. Interviews were audio 

recorded; transcripts were imported into NVivo (QSR International) 

qualitative data analysis software.

Data Analysis

We followed the principles of thematic analysis to produce a rich 

description of the range of perspectives in the data set without an 

a priori theoretical framework.15 Three authors (E.A., V.G.V., S.T.R.) 

coded the data set using a codebook that encompassed both deductive 

codes derived from literature (eg, access, triage, workload credit) 

and inductive ones derived from the interviews (eg, etiquette). 

During the coding process, it was decided that participants’ perspec-

tives on features of appropriate/ideal e-consults and reasons for 

TAKEAWAY POINTS

Electronic consultations, or e-consults, provide speedy access to specialist input through direct 
clinician-clinician interaction without a patient visit. The quality (appropriateness, clarity, and 
completeness) of the initial e-consult request has implications for the specialist’s ability to 
provide a useful answer within a reasonable amount of time.

	› We found that US Department of Veterans Affairs (VA) primary and specialty care clinicians 
agreed on features of optimal e-consult requests, yet specialists expressed frustration with 
the abundance of suboptimal ones.

	› We discuss how other health systems can draw on lessons from the VA’s experience in their 
efforts to address the issue of suboptimal e-consult requests.

TABLE 1. Characteristics of Interviewees (N = 73)

Characteristic
Number of interviewees

N = 73 (100%)

Interviewee by role

Staff clinician 60 (75.9%)

Clinical leadera 13 (16.5%)

Interviewee by location

VA medical center 53 (72.6%)

Community-based outpatient clinic 18 (24.7%)

VISN 1 levelb 2 (2.7%)

Interviewee by specialty

Primary care 35 (48.0%)

Cardiology 14 (19.2%)

Neurology 12 (16.4%)

Pulmonology 9 (12.3%)

Otherc 3 (4.1%)

Interviewees by discipline

Physicians 63 (86.3%)

Nonphysiciansd 10 (13.7%)

VA, Veterans Affairs; VISN, Veterans Integrated Service Network.
aClinical leaders included clinicians in positions such as chief of medicine, 
chief of specialty care, chief of primary care, etc. Many but not all of these 
individuals were also either practicing primary care clinicians or specialists 
in the 3 specialties included in the study. We decided not to provide more 
detailed information on their backgrounds to minimize the risk of inadvertent 
loss of confidentiality.
bVISN 1/VA New England Healthcare System.
cSeveral of the clinical leaders interviewed belonged to clinical specialties 
other than primary care, pulmonology, neurology, and cardiology.
dNonphysicians included advanced practice providers (nurse practitioners and 
physician assistants) and registered nurses. We interviewed nonphysicians in 
both primary and specialty care services.
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inappropriate/suboptimal e-consults were sufficiently rich to 

merit separate, in-depth analysis. At this stage, the co–first authors 

(E.A., A.K.) reviewed pertinent transcript excerpts and generated 

a preliminary outline of themes. The themes were developed and 

refined through iterative discussion with the full team.

RESULTS
Our analysis yielded 2 overarching themes regarding optimal vs 

suboptimal e-consults:

1.	 PCCs and specialists agreed on general features of an optimal/

appropriate e-consult request, yet specialists also reported 

receiving too many suboptimal requests (ie, questions that were 

either too basic or too complex).

2.	 Interviewees pointed to several underlying causes for the 

discrepancy between the agreed-upon ideal and suboptimal 

reality of e-consult requests.

These themes are described in detail below, with illustrative 

quotations provided in Table 2 and referenced in the text as Q1, Q2, etc.

TABLE 2. Illustrative Quotes, With Respondent Identifiers and Roles in Parentheses

Theme 1: appropriate e-consult requests—ideal vs reality

Q1: “You know, they can’t just say…‘Needs help with their blood pressure.’ For a good e-consult, it should be quite specific because the provider is only 
looking at the chart and what’s available in the chart.” (042, PCC)

Q2: “You [need] to have a precise question and…give the consultants enough clinical information so they can actually advise you. Otherwise, if you give 
them nothing, they will give you nothing back.” (035, PCC)

Q3: “I think it’s a dance because obviously I need to do my due diligence and ask a good question of them. I think if I set them up for that sort of success, 
they give me success in sort of being able to address a concern fully and in a way that is good for the patient.” (023, PCC)

Q4: “Someone who has shortness of breath and wants to ask about how that should be worked up [is not an appropriate situation for an e-consult]…
as opposed to…‘This person has shortness of breath and a moderate degree of mitral regurgitation. What should we do about that?’ That would be an 
appropriate e-consult.” (003, cardiologist)

Q5: “e-Consult questions should be…sort of in the intermediate range [so] the specialist would be able to understand, ‘Why is this provider having 
this question?’.… And then, is there enough chart information that the specialist can sift through in a reasonable amount of time and come up with a 
reasonable answer?” (013, pulmonologist)

Q6: “Very small pulmonary nodules…that are noted by radiology that recommend a year follow-up, I don’t really see the value in me looking at that scan 
as well.… I have to say those are some of the most mind-numbing e-consults that I think we get [because] I don’t have anything that I’m adding to what 
the radiologist has already said.” (018, pulmonologist)

Q7: “So if it’s a really…generalist question that most doctors would feel comfortable answering,…that’s like a question that a physician in almost any dis-
cipline in medicine can answer.… But if the question is, ‘There is a brain tumor of unclear etiology on my MRI, and I don’t know whether we need to treat it 
or do a surgery or what we need to do about it,’ that’s a very subspecialized question, so I tend to get the latter question much more frequently. And those 
types of questions are much more appropriate.” (063, neurologist)

Q8: “…Some of the disadvantages are that at times people may not understand the role that I see the e-consult to have…and may ask us to comment on 
more complicated questions that cannot be assessed by just the computer and require a face-to-face visit, such as perioperative risk stratification for a 
high-risk surgery on a patient we have never met or a complicated [patient in heart failure for whom] a physical exam is important.” (068, cardiologist)

Theme 2: explanations for the discrepancy between optimal and actual e-consult requests

Subtheme 2a: limitations of the EHR user interface

Q9: “…There isn’t a lot of language in the e-consults about what types of problems could be handled by the service through e-consults.… Most of the time 
when you click on any consult, there’s a pop-up box that kind of informs you, but it’s just a very generic pop-up box for the most part.” (009, PCC/leader)

Q10: “I think there are certain templates that need to be in place, certain formats…that could be structured just like a standard SOAP [subjective, objec-
tive, assessment, and plan] note. You know, it’s a progress note. There could be a standard format. And we don’t see that yet.” (019, PCC/leader)

Q11: “I think it might be better to have potentially a menu of the most commonly asked questions so the e-consults can be maybe compartmentalized into 
those questions, and that way it’s clear [whether] it is something that needs to be face-to-face. Then it can be scheduled as a face-to-face appointment 
before it even reaches the provider or the clinic nurse, you know?” (068, cardiologist)

Q12: “…I’ve seen e-consult templates that have been overly prescriptive, meaning do these 3 things before putting in a consult.… I’ve learned to navigate 
which types of e-consults require which [types] of information beforehand. I do think there are some nice things about that model, meaning do these 
things beforehand because they’ll need that information to answer your question. [It’s a matter of] kind of striking that balance between just allowing 
people to put whatever the heck they want in there without really asking a question vs…being overly prescriptive. I think there is probably a balance.” 
(040, neurologist)

Q13: “[A] couple of them…have a whole bunch of clicky boxes,…and the more time you spend checking boxes, the less time you spend actually typing what 
you’re interested in. So I forget, [for] one specialist…you click about 4 or 5 different boxes [in the form to submit an e-consult], and you go—well, do they 
really accomplish much of anything?… You’ve got the top one, ‘What problem do you have?’ and the second one is like, ‘What are you hoping to get from 
this e-consult?’ So you can say, ‘Here’s what I’m hoping—tell me what blood pressure meds you would add next since the guy is already on 5. What would 
you do as a next step?’ So those are helpful if they can keep them simple enough that they’re not cumbersome.” (082, PCC)

(continued)
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TABLE 2. (Continued) Illustrative Quotes, With Respondent Identifiers and Roles in Parentheses

Theme 2: explanations for the discrepancy between optimal and actual e-consult requests

Subtheme 2b: divergence in areas of expertise

Q14: “I was surprised how specialists perceive primary care doctors. I don’t want to say disparagingly, but they always think that [PCCs] don’t under-
stand things [and] ask stupid questions. And I’ve had to…tell them, ‘You understand that [PCCs] don’t have the years of training that you had in just these 
issues?’ [For example, I’ll hear,] ‘Why don’t they know how to taper this or how to do that?’ or ‘That’s not something I should be wasting my time with.’ So I 
do hear that, and in fact, they come to me grumbling about it. And then I have to tell them, ‘Well, it’s not that intuitive for somebody who doesn’t do this all 
day, every day.’” (076, clinical leader)

Q15: “I give [PCCs] a little bit of benefit of the doubt because they are not necessarily trained in the specialty. So sometimes they may or may not under-
stand subtle nuances of a case and may not be able to determine up front that the case in question would be better off sent in as a face-to-face interview.” 
(086, neurologist)

Q16: “So we know that in patients with this kind of arrhythmia, called atrial fibrillation because every beat is different, it is expected that the blood pres-
sure measurement will vary…each time you take the blood pressure, especially when it’s automatic cuff. Whereas if you use manual measurements, that 
is more accurate. But many physicians might not know that. Some of us think that they should know that, [and] therefore that shouldn’t be a question 
because it’s about blood pressure and atrial fibrillation is so common. The other half of us say, ‘Yeah, they probably should, but they don’t.’ So just answer 
the question, and next time they would know.” (004, cardiologist)

Q17: “In situations where it is basic management that should be done at the primary care level—for instance, a basic, uncomplicated headache, which has 
not gotten any treatment—then I try to convert it into the e-consult along with some information about how basic management should proceed prior to 
any [neurology] consult.” (060, neurologist)

Q18: “…If you [e-consult cardiology], you feel like you’re getting your hand slapped for not taking good care of their patients.… It’s like, ‘Why are you 
consulting me?…Why wasn’t this done? Why wasn’t this done?’—you know? And you feel talked down to a little bit.… And it’s difficult because they don’t 
see—it’s hard for them really to understand that we don’t prescribe statins just because [statins] are recommended. We prescribe them only if people 
agree to take them. [That] kind of thing.… So if we’re not meeting all of the proper guidelines, it’s like you get your hand slapped a little bit.… There’s a 
definite feeling of, you know, ‘Those idiots down in primary care don’t know what they’re doing’ sort of thing.” (083, PCC)

Subtheme 2c: workload pressures and expectations

Q19: “We often get [e-consults] that are put in [from] someone who just doesn’t want to do the work themselves and just says, ‘Oh please tell us what to 
do about this epilepsy plan.’” (064, neurologist)

Q20: “I think what happens with primary care is they are very busy, and they just don’t want to deal with it. They are dealing with the hypertension or 
the opiate addiction or whatever, and it’s like, ‘I’m going to farm out this problem to pulmonary.’ And they didn’t have the time to really think about it.…” 
(011, pulmonologist)

Q21: “…The complexity of the e-consult and the time that it is required to answer it is…both undervalued and underestimated in our system. I mean, 
sometimes we’ll get an e-consult that says, you know, ‘So-and-so has had 3 heart attacks, 2 stents, bypass and valve surgery, and is getting ready to have 
a colonoscopy.’ And so those types of consults, I think, are generally not well accounted for within the workflow of our system.” (003, cardiologist) 

Q22: “I think there’s a risk with e-consults if you as the [PCC] end up sort of serving as the intern for the specialist.… And at the end of the day, there’s a 
part of me that’s like, ‘You know what, I’m really busy, and this e-consult didn’t really save anyone…that much time.’” (016, PCC)

Q23: “What e-consults do is they defer that subspecialist engagement with the patient—they are only engaging with the record—and therefore all of the 
responses and, if necessary, interventions come back to the requesting clinician and, again, create some additional workload on the part of the requesting 
physician that otherwise would have been shared with the subspecialist.” (148, clinical leader)

Q24: “…You have to hash [things] out. So you know, it’s sort of like a ‘needs’ and ‘offers’ thing. ‘This is what our need is in primary care. What can you do 
for us?’ And then the specialist can say, ‘Well, this is what we need from you to be able to do that.’ So if you can have those discussions up front when 
you’re planning, really rolling out e-consults, and what the expectations are, and then follow up.” (088, PCC)

Q25: “I think there [needs] to be honest conversations. I think you’re going to have clinicians frankly telling primary care [doctors], ‘You should know what 
kind of antibiotics to give somebody with sinusitis.’ ‘You should know [what] a poststent person should be on’…‘You should know how to start insulin on 
somebody’—that kind of thing. And at the same time, you might have primary care [doctors who] are on the [e-consult] committee [who] say, ‘Well, yeah, 
granted that, but we shouldn’t know how to do a Cortrosyn [cosyntropin] test or complex endocrinology lab analysis.’… So I think a panel like that would 
probably be really good. It would help define things a lot better if realistic stakeholders and voices were heard.” (059, clinical leader)

Q26: “…Because [PCCs are] so busy themselves, they’re probably sending more e-consults because they don’t have the time to actually do the simple 
lookup of specific things.… So there is some reeducation that you have to constantly do with providers because anytime you have a new technology that 
might allow them to make their workload and their day a little bit easier, people find ways of doing that. But they don’t realize it just creates other things 
later on.” (066, clinical leader) 

Q27: “…It’s my whole life…trying to get every side to understand why people feel the way they do. So the first step for me when I got here was to tamp 
down the animosity that specialists had toward primary care.… And then when I was in primary care, I was surprised—they did the same thing.…To 
counter that, we started an open house where specialty care and primary care had to meet, and we had a luncheon for them so they could get to know 
each other. And we’re doing more of that again.... I don’t think you have to have hard-and-fast rules about role clarity. The role is, we’re all here to help 
the veteran, and then we just need to work it out. Like, what’s the best way to do that?” (076, clinical leader)

EHR, electronic health record; PCC, primary care clinician.
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Theme 1: Appropriate e-Consult Requests: 
Ideal vs Reality
Participants generally agreed that the best e-consult questions are 

focused, supported by adequate preliminary workup, and do not 

require lengthy chart review. One PCC emphasized that straight-

forward questions enable specialists to answer using existing 

medical record data (Q1). Another PCC suggested that the quality 

of specialists’ responses is contingent on a precise question with 

sufficient clinical history (Q2). A PCC opined that PCCs ought to do 

“due diligence” prior to submitting e-consult requests (Q3). Specialists 

agreed, as exemplified by a specialist who provided a model question 

that was, in the interviewee’s perception, an appropriate e-consult 

(Q4). These findings were consistent across specialists regardless 

of discipline and across PCCs regardless of location.

Despite this general agreement on the aspects of optimal 

e-consult requests, however, specialists felt that e-consult requests 

are frequently either too basic or too complex for the e-consult 

medium. These specialists concluded that appropriate e-consults 

are neither too simple to be addressed by PCCs themselves nor so 

involved that they warrant exhaustive chart review or direct patient 

interaction (Q5).

Overly simple questions were often viewed as a nuisance and 

not an effective use of the specialist’s time, as they could be readily 

answered by referencing a point-of-care resource or following an 

established algorithm for care (Q6). This sentiment was expressed 

by a neurologist who contrasted “generalist” and “subspecialized” 

questions, describing only the latter as appropriate for either 

in-person or electronic consults (Q7).

Conversely, many specialists said that e-consults were sometimes 

used for questions that were inappropriately complex and would 

be best addressed with an in-person consult. These questions 

concerned highly complex patients and situations that required a 

physical exam and/or a conversation with the patient (Q8). Submitting 

an e-consult on an excessively complex issue was perceived as 

increasing the workload for both the consultant (who would spend 

time on chart review in vain) and the requesting clinician (who 

would later need to submit an in-person appointment request), 

ultimately delaying patient care.

Theme 2: Explanations for the Discrepancy Between 
Optimal and Actual e-Consult Requests

Interviewees offered varied explanations for the discrepancy between 

the agreement on the features of optimal e-consult requests and 

the quality of actual requests, as presented here.

Subtheme 2a: limitations of the EHR user interface. Some 

interviewees suggested that the EHR interface itself may result in 

suboptimal e-consult requests. PCCs mentioned that the e-consult 

submission process does not generally aid the requesting clinician in 

determining whether the question is appropriate. One PCC described 

this concern by saying that the prompt is often very generic and not 

tailored to the receiving specialty (Q9). Another PCC interviewee 

similarly called for greater structure in templates (Q10).

Specialists made similar suggestions. A cardiologist proposed 

introducing a clearly defined, standardized checklist that would 

allow referring clinicians to determine whether e-consult was the 

best channel for their question (Q11). However, another specialist 

pointed out the importance of striking a balance between a complete 

lack of structure and overly prescriptive templates that may be 

cumbersome for referring clinicians (Q12). Similarly, a PCC advocated 

for templates that provide guiding questions to help the sending 

clinician formulate the request (Q13).

Subtheme 2b: divergence in areas of expertise. Some interviewees 

invoked the variable areas of expertise between PCCs and specialists 

to explain the existence of suboptimal e-consult requests. They 

hypothesized that specialists take certain areas of knowledge for 

granted due to the nature of their specialized clinical training, not 

realizing which questions may not be obvious to PCCs who have a 

more generalized field of expertise (Q14).

Several specialists acknowledged that they may take their 

established expertise for granted. One neurologist described giving 

authors of inappropriate e-consults the “benefit of the doubt” 

in light of different foci of medical training (Q15). According to 

one cardiologist, specialists themselves occasionally disagree 

on what PCCs are supposed to know, and e-consults may serve 

as an opportunity for an educational intervention (Q16). Finally, 

a neurologist reported including detailed information in the 

e-consult response on how a problem could be managed within 

primary care in the future, in the hope that this would ultimately 

benefit both parties (Q17).

Notably, PCCs did not share the opinion that suboptimal e-consults 

resulted from differences in knowledge. Indeed, one PCC interviewee 

challenged this assumption, saying that specialists sometimes 

assume that the PCC was unaware of guidelines and/or the need for 

preliminary workup, yet in reality the PCC was unable to provide 

guideline-concordant care due to patient preferences or other 

constraints (Q18).

Subtheme 2c: workload pressures and expectations. Finally, 

interviewees connected suboptimal e-consult requests to workload 

pressures and expectations affecting PCCs and specialists. Some 

specialists felt that PCCs unconscientiously used e-consults to 

shift “ownership” of the case to specialists and alleviate their own 

workload. For example, a neurologist opined that some PCCs submit 

e-consult requests because they are unwilling, for unspecified 

reasons, to address the problem in their own practice (Q19). Other 

specialists took a more sympathetic approach, gesturing to the 

pressures of busy primary care settings (Q20). 

In fact, both specialists and PCCs felt that e-consults unfairly 

increased their workload. Specialists were concerned that lengthy 

chart review and deliberation were difficult to fit into a busy work-

flow and that the workload credit incurred by the e-consult was 

inadequate (Q21). Similarly, there were concerns that e-consults may 

create more work for PCCs in the form of laborious recommended 

workup (Q22) and that e-consults may inadvertently shift the tasks 

previously shared with specialists into the PCC domain (Q23).
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Several participants advocated for a better alignment of PCC 

and specialist expectations regarding e-consult use to address this 

conundrum. One PCC suggested that PCCs and specialists discuss 

appropriate mutual responsibilities for various e-consult types 

(Q24). However, a clinical leader indicated that introducing clear 

guidelines for e-consult questions might be a challenging task 

because this could threaten clinicians’ perceptions of appropriate 

division of labor (Q25).

Clinical leaders further suggested that higher-level interventions 

may be needed to align expectations. One clinical leader called for 

raising awareness of the fact that the short-term benefits of shifting 

work onto colleagues may be offset by undesirable system-level 

consequences, such as unbalanced distribution of the workload 

(Q26). Another participant suggested that relationship-building 

initiatives could strengthen collegial communication by reminding 

the 2 groups of their shared goal: excellent patient care (Q27).

DISCUSSION
In this multisite qualitative study, we sought to understand the 

perspectives of VA PCCs and specialists on what constitutes an 

optimal e-consult request.

Our first finding was that PCCs and specialists agreed on the 

characteristics of an optimal e-consult request (focused, precise, not 

requiring time-consuming chart review, and incorporating results 

from preliminary workup), yet specialists frequently perceived 

initial e-consult requests as inadequate. This finding largely aligns 

with the conclusions of another VA study of primary and specialty 

care providers’ perceptions of e-consults.16 Our contribution to the 

literature lies in our identification of a constellation of contextual 

factors contributing to this discrepancy that go beyond the VA 

setting—namely, limitations of the EHR user interface, divergence 

in areas of expertise between PCCs and specialists, and workload 

pressures and expectations. We posit that health systems would 

do well to identify and address these factors in their own organi-

zational context.

The first factor our participants identified as conducive to subop-

timal e-consult requests was the design of the EHR user interface, 

which was seen as unable to provide adequate guidance for formu-

lating a more precise question and/or deciding whether the question 

is best answered as an e-consult. In the VA system, the specifics 

of each e-consult template are left up to individual departments, 

resulting in a large amount of variation. This misalignment may 

express itself differently in other organizational contexts. Context-

specific details aside, the e-consult interface must support a clear, 

consistent, well-structured workflow that can be easily completed.

Little has been published specifically on e-consult templates, but 

literature on referrals suggests that well-designed templates may 

prompt referring clinicians to include an appropriate amount of 

clinical detail and may reduce suboptimal referrals.17 However, when 

overly restrictive, templates may themselves undermine e-consult 

request quality. Indeed, a study of computerized consultation order 

templates in the VA demonstrated that many referral templates fail 

to support clinicians’ information needs and create cumbersome 

steps, with negative implications for care efficiency and safety.18 

Therefore, it is important to incorporate clinician input in template 

creation or redesign efforts.19

A second factor that our participants saw as contributing to 

suboptimal e-consult requests was divergent areas of expertise 

between PCCs and specialists. Specialists have greater exposure to 

up-to-date expert knowledge in their circumscribed field and easier 

access to specific tests and treatments. Therefore, it is not surprising 

that specialists might designate some problems as “simple.”

In spite of this discordance, e-consults can help bridge the 

knowledge and skill gap in both directions—empowering PCCs to 

manage a broader set of problems in their own practice in some 

contexts20 while facilitating comanagement of complex cases 

by primary and specialty care in others. Indeed, e-consults may 

enable mutually beneficial exchange between PCCs’ longitudinal, 

contextual knowledge about patients and specialists’ disease- or 

organ-specific expertise.21 Health systems ought to encourage direct 

conversations between PCCs and specialists that may enhance 

shared understanding and commitment to process improvement. 

For example, PCCs and specialists may form a work group to 

collaboratively develop standards for e-consult requests as well 

as delineate roles and responsibilities. The mutual understanding 

generated through this discussion could then be embedded into 

e-consult workflows through a variety of tools, from service 

agreements to referral templates.17 Although the work group could 

be temporary, an ongoing quality improvement effort would be 

beneficial to support both iterative improvements and meaningful 

relationship-building between clinicians.

Finally, our interviewees highlighted workload pressures and 

expectations affecting specialists and PCCs. Overburdened by 

competing demands on their time, PCCs may bristle at the work 

involved in submitting the e-consult and implementing the specialist’s 

recommendations.22,23 Furthermore, in an integrated health system 

like the VA, organizational and technological structures facilitate 

task delegation and time pressures incentivize it.24 When division 

of responsibilities is unclear and time pressures are prominent, 

qualms about added workload are not surprising. In another study’s 

apt phrasing, it is important that PCCs and specialists feel that they 

are “sharing the load” with e-consults rather than left “holding the 

bag.”25 To optimize e-consult use, health systems must consider 

implementing process redesign initiatives that would reduce 

avoidable workload pressures on clinicians (eg, increasing clerical 

support, promoting team-based care, modifying work schedules).26 

Introducing a clearer division of roles and responsibilities around 

e-consults via iterative discussions between PCCs and specialists 

to align expectations, as suggested earlier, would also be beneficial.

As e-consults continue to gain ground, clear, productive commu-

nication between clinicians is more important than ever. Suboptimal 

e-consult requests present a challenge to such communication. To 

address this challenge, one-step solutions are insufficient. Instead, 
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health systems ought to consider the complex and dynamic interplay 

of multilevel factors, from the specifics of the e-consult platform 

design to the organizational rules and incentives. Health system 

leaders may look to existing theories, models, and frameworks in 

implementation science and organizational studies for ideas on 

identifying and operationalizing such factors.27-29 However, how 

these factors manifest themselves will inevitably be context specific 

for each organization, and no generic framework may replace an 

iterative, participatory quality improvement effort.

Limitations

This study has several limitations. The VA’s organizational context 

has unique features. For example, VA physicians, although compen-

sated for productivity, are paid on a salaried basis, and there is no 

financial incentive to accept more in-person consults vs e-consults. 

However, studies from non-VA settings describe similar challenges 

related to e-consults.30 Furthermore, the factors identified by 

our participants are not bound by the VA context, and the larger 

lessons are thus applicable to other organizations. Additionally, 

we focused on 3 clinical specialties; including other specialties 

could have yielded additional nuances. We also did not interview 

patients, nor did we examine actual e-consult requests or use them 

to prompt interviewees. Future studies should elicit the widest 

possible range of perspectives from all stakeholders. Finally, this 

study was conducted prior to the COVID-19 pandemic. Some of 

the sociotechnical challenges may have become less prominent 

(eg, improvement in EHR interface in response to the explosion 

in telehealth use), whereas others have become more aggravated 

(eg, time pressures on PCCs). 

CONCLUSIONS
We found that the e-consult request was a frequent source of conten-

tion between senders and receivers of e-consults in the VA, with 

the reasons for suboptimal e-consult requests attributed to diverse, 

multilevel factors. Our findings contain broader lessons for other 

organizations that seek to optimize the use of e-consults as a care 

delivery tool. We recommend that health systems invest in e-consult 

platforms that support a clear and well-structured workflow, create 

opportunities for conversations between primary and specialty care 

clinicians that would improve mutual understanding and respect, 

and attend to high-level organizational barriers to effective use 

of e-consults, such as excessive workload and unclear division of 

roles and responsibilities in the organization. n
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eAppendix 

INTERVIEW GUIDE 

Interview Guide Version 1: For Primary Care Providers (PCPs) 

Thank you very much for agreeing to participate in this interview study. Your responses will be 

held in the strictest confidence and will not be shared with others outside the research team. I 

want to emphasize that there are no right or wrong answers; we are interested in all perspectives 

and experiences with e-consults in the VA. 

First, I want to hear a little bit about your background.  

1. How long have you worked for the VA? 

2. What is your role in the VA? In what capacity do you see patients? 

a. Probe: VAMC, CBOC, or both? 

b. Probe: MD, NP, PA, other? 

c. How much time do you devote to the VA?  

d. How much of your time do you devote to clinical work? 

e. Do you a have a university affiliation? 

 

Section 1: Personal Attitudes and Practices 

Now I would like to ask about your attitudes and experiences with e-consults. Again, our 

research team is interested in your personal views and experiences; there are no right or wrong 

answers.  

3. Do you personally use e-consults?  

4. In our prior research, we’ve found that PCPs differ in how they view e-consults. Some 

really like them, while others see them as problematic. Where do you fall on this 

spectrum? 

a. Probe: What do you like about e-consults? What are some benefits of e-consults 

for clinicians and patients? 

b. Probe: What do you dislike about e-consults? What are some negative aspects of 

e-consults for clinicians and patients? 

5. What specialties do you usually send e-consult requests to? Can you tell me a bit about 

the types of questions that you ask?  



6. We are interested in three specialties in particular (neurology, cardiology, and 

pulmonary). Can you give a few examples for these specialties in particular? 

7. Let’s talk about questions appropriate and inappropriate for e-consults: 

c. If you had to generalize, what would you describe as a good type of question for 

e-consults? What are “ideal” clinical questions for e-consults?  

i. Can you give specific examples of good/ideal questions for the three 

specialties we are interested in (neurology, cardiology, pulmonology) and 

explain your reasoning? 

d. What sorts of questions are inappropriate for e-consults? What sorts of questions 

should not be asked via e-consults? 

i. Can you give specific examples of bad or inappropriate questions for the 

three specialties and explain your reasoning? 

8. Are there any other kinds of questions that come up in e-consults that we haven’t 

discussed so far? Or are there any other ways that you personally use e-consults that we 

haven’t touched upon? Anything is interesting to us, even if you consider it an unusual, 

non-patient related, or not strictly appropriate use of e-consults. 

9. Tell me a little bit about your e-consult workload and how you fit it into the rest of your 

duties. 

e. Probe: When do you usually work on e-consults and how much of your times 

does it take up? 

f. Probe: What things make it difficult to manage your e-consult workload? 

g. Probe: What things make it easier to manage your e-consult workload? 

 

Section 2: Communication and Relationships with Specialists 

Now I would like us to go into more detail about the e-consult process, in the context of your 

relationships with specialists. I want to broaden our conversation to the different ways in which 

you communicate with your specialist colleagues.  

10. First of all, how do you typically communicate with specialists? 

11. Thinking about all these different forms of communication, what is it, in your opinion, 

that influences how and when you use different communication channels, including e-

consults?  



a. Probe: Do you think your relationships with a specialist – whether you know 

them, how well you know them, whether you interact face-to-face – affects how 

the two of you use e-consults? 

12. Since you started using e-consults, how have they affected your relationships with 

specialists, if at all? 

a. Probe: In what way has it benefitted or harmed these relationships? Examples? 

b. Probe: How do you work through miscommunications or difficulties in your 

interactions with specialists – in the context of e-consults, in particular? 

13. Both specialists and PCPs have responsibilities when it comes to e-consults. In these 

interviews, we are trying to get at how different clinicians perceive these responsibilities. 

In an ideal world, what should be the responsibilities of specialists and what should be 

the responsibilities of the PCPs, when it comes to e-consults? In other words, who should 

be doing what? Please also contrast this to the actual state of affairs in your specialty. 

c. Probe: One common source of misunderstanding and tension when it comes to e-

consults is conversion between face-to-face encounters and e-consults. Have you 

ever had a disagreement with a specialist over this? Please tell me about it. How 

do you think these decisions should be made? 

 

Section 3: Social/Organizational Practices 

Now let’s talk about the practices common at your facility.  

14. How common, would you say, is for PCPs in your facility to request e-consults? What 

are some things that we need to know about PCP use of e-consults at your facility? 

15. How do PCPs submit an e-consult request to the three specialties we are interested in? 

a. Probe: Do PCPs submit requests to individual physicians or to one person of 

contact who does the triage? 

b. Probe: Do you ever have to use templates when submitting an e-consult request? 

In which cases? If yes, do you like templates – why/why not? 

c. Probe: Are there any other nuances by specialty that we need to know? 

16. If a provider has questions about e-consults – for example, if they are new and unfamiliar 

with the process – what would they do? 



17. How much do people talk about e-consults? What are these discussions like? [If asked for 

clarifications, give examples: share knowledge, complain, express satisfaction] 

18. Is there anything else you can tell me about how people manage e-consults at your 

facility? 

 

Section 4: Centralization 

As I mentioned before, our goal for this study is to make suggestions to the VISN on how to 

improve the current e-consult system. We are interviewing clinicians like you because we believe 

it is important that your perspectives be incorporated into any potential system redesign 

solution. We wanted to ask you, specifically, about one such approach to redesign that has been 

discussed, which is centralization. You might have heard this referred to as a “hub-and-spoke” 

system, in which a core group of e-consultants for a certain specialty would respond to eligible 

e-consult requests for a that specialty. Right now, this is just an idea, not a detailed plan. We are 

trying to figure out how this would work and, if it can work, if it would be desirable for 

clinicians. We are interested in your perspective on this. 

19. Without getting into the details for now, what’s your first intuitive response to this idea? 

a. Probe: Do you think that a centralized system would have benefits in the case of 

your service specifically, at [name of facility]? And, if so, what would they be? 

b. Probe: What about potential harms or problems with a centralized e-consult 

system?  

c. Optional probe (if not addressed already): Would a centralized e-consult system 

be acceptable to you? 

20. Now let’s talk about some of the more specific aspects of how this centralized e-consult 

system would work: 

d. We’d like to talk about how the VISN-level e-consultants might be selected for a 

centralized system.  

i. Probe: How do you think these panelists should be selected? Who should 

they be?  

e. Probe: One source of conflict around EC seems to be conversions between face-

to-face consults and e-consults. How would you want these decisions to be 

handled in a centralized system? 



f. Probe: If the stakeholders at your facility and VISN1 decided to implement this 

sort of system for your service, what other barriers do you think there would be in 

the way of implementation? 

21. What other concerns or thoughts do you have about restructuring e-consults into a 

centralized system?  

22. If VISN goes ahead with centralization, it will require clinicians and other staff members 

to take on a whole new set of practices. How would you characterize your uptake of new 

practices? How quickly do you adopt things like new technologies or new procedures? 

 

Section 5: Morale and E-Consult Use 

We have reached the final section of our interview. Although we are focused on e-consults in this 

study, we are really interested in getting a fuller picture of clinicians’ experiences and, more 

specifically, in how the use of e-consults affects their morale and well-being. I will now ask you 

some questions about that. 

23. To start with a general question, how would you describe the morale at your workplace? 

By this I mean people’s attitudes about their jobs, including job satisfaction, burnout, and 

work engagement. 

a. Probe: How do you personally feel about your job? Would you say you are 

satisfied? Burned out? Engaged? [Probe for meanings of these concepts to 

interviewee]. 

b. Probe: How do other physicians at your facility feel about their jobs? Are they 

satisfied? Burned out? Engaged?  

c. Probe: How about other health care providers? [Specify: nurses, PAs, 

administrative personnel] 

d. Probe: Is there anything else you’d like to add about the general atmosphere or 

climate in your workplace?  

24. Let’s circle back to e-consults and their relationship with morale.  

g. Would you say that your use of e-consults has affected how you feel about your 

job – how satisfied, engaged, or burned out you are? How so?  

h. What about other physicians and other professionals?  



Before we wrap up, is there anything else about e-consults that you want to tell me about? Do 

you have any questions for me? I want to thank you again for your participation! I learned so 

much from this interview. I appreciate you taking the time to talk to me. I will now turn off the 

recorder.  

  



Interview Guide Version 2: For Specialists 

Thank you very much for agreeing to participate in this interview study. Your responses will be 

held in the strictest confidence and will not be shared with others outside the research team. I 

want to emphasize that there are no right or wrong answers; we are interested in all perspectives 

and experiences with e-consults in the VA. 

First, I want to hear a little bit about your background.  

25. How long have you worked for the VA? 

26. What is your role in the VA? In what capacity do you see patients? 

a. Probe: VAMC, CBOC, or both? 

b. Probe: MD, NP, PA, other? 

c. How much time do you devote to the VA? 

d. How much of your time do you devote to clinical work? 

e. Do you have a university affiliation? 

 

Section 1: Personal Attitudes and Practices 

Now I would like to ask about your attitudes and experiences with e-consults. Again, our 

research team is interested in your personal views and experiences; there are no right or wrong 

answers.  

27. Do you personally use e-consults? [If yes, continue with this guide. If no, switch the non-

user guide!] 

28. In our prior research, we’ve found that specialists differ in how they view e-consults. 

Some really like them, while others see them as problematic. Where do you fall on this 

spectrum? 

a. Probe: What do you like about e-consults? What are some benefits of e-consults 

for clinicians and patients? 

b. Probe: What do you dislike about e-consults? What are some negative aspects of 

e-consults for clinicians and patients? 

29. What kinds of clinicians usually send you e-consults and what kinds of questions do they 

typically ask? 

30. Now let’s talk about questions that you’d consider appropriate and inappropriate for e-

consults: 



a. If you had to generalize, what would you describe as a good type of question for 

e-consults? What are “ideal” clinical questions for e-consults in your specialty? 

Please give a few examples. 

b. What about questions that either should not be asked through e-consults or are 

tricky to address through e-consults, in your specialty? Please give a few 

examples. 

31. Are there any other kinds of questions that come up in e-consults that we haven’t 

discussed so far? Or are there any other ways that you personally use e-consults that we 

haven’t touched upon? Anything is interesting to us, even if you consider it an unusual, 

non-patient related, or not strictly appropriate use of e-consults. 

32. Tell me a little bit about your e-consult workload and how you fit it into the rest of your 

duties. 

a. Probe: When do you usually work on e-consults and how much of your times 

does it take up? 

b. Probe: What things make it difficult to manage your e-consult workload? 

c. Probe: What things make it easier to manage your e-consult workload? 

 

Section 2: Communication and Relationships with PCPs 

Now I would like us to go into more detail about the e-consult process, in the context of your 

relationships with PCPs. I want to broaden our conversation to the different ways in which you 

communicate with your PCP colleagues.  

33. First of all, how do PCPs typically communicate with you? 

34. Thinking about all these different forms of communication, what is it, in your opinion, 

that influences how and when PCPs use different communication channels?  

d. Probe: Let’s think about e-consults in particular. I imagine that some PCPs never 

use e-consults to ask you questions, others only use e-consults, and yet others use 

e-consults situationally. What do you think affects that? 

e. Probe: Do you think your relationships with a PCP – whether you know them, 

how well you know them, whether you interact face-to-face – affects how the two 

of you use e-consults? 



35. Since you started using e-consults, how have they affected your relationships with PCPs, 

if at all? 

f. Probe: In what way has it benefitted or harmed these relationships? Examples? 

g. Probe: How do you work through miscommunications or difficulties in your 

interactions with PCPs – in the context of e-consults, in particular? 

36. Both specialists and PCPs have responsibilities when it comes to e-consults. In these 

interviews, we are trying to get at how different clinicians perceive these responsibilities. 

In an ideal world, what should be the responsibilities of specialists and what should be 

the responsibilities of the PCPs, when it comes to e-consults? In other words, who should 

be doing what? Please also contrast this to the actual state of affairs in your specialty. 

h. Probe: One common source of misunderstanding and tension when it comes to e-

consults is conversion between face-to-face encounters and e-consults. Have you 

ever had a disagreement with the PCP over this? Please tell me about it. How do 

you think these decisions should be made? 

 

Section 3: Social/Organizational Practices 

Now let’s talk about the practices and attitudes common in your section.  

37. Optional (if do not have this information already): Please briefly describe your section. 

We are looking for a general sense of staffing, clinical workload, patient access, etc 

38. Please briefly describe the general process of how consults (all consults) are managed in 

your section. 

39. Now let’s talk about e-consults specifically: 

i. How does a PCP submit an e-consult request to your section?  

i. Probe: Do PCPs submit requests to individual physicians or to one person 

of contact who does the triage? 

ii. Probe: Does your section require PCPs to use templates when submitting 

an e-consult request? If yes, do you like templates? Why/why not? If no, 

do you think your section should start using them? Why/why not? 

iii. Probe: Do you get interfacility consults? If so, how are they handled? 

j. If a provider has questions about e-consults – for example, if they are new and 

unfamiliar with the process – what would they do? 



k. How much do people talk about e-consults? What are these discussions like? [If 

asked for clarifications, give examples: share knowledge, complain, express 

satisfaction] 

l. Is there anything else you can tell me about how people manage e-consults in 

your section? 

 

Section 4: Centralization 

As I mentioned before, our goal for this study is to make suggestions to the VISN on how to 

improve the current e-consult system. We are interviewing clinicians like you because we believe 

it is important that your perspectives be incorporated into any potential system redesign 

solution. We wanted to ask you, specifically, about one such approach to redesign that has been 

discussed, which is centralization. You might have heard this referred to as a “hub-and-spoke” 

system, in which a core group of e-consultants for a certain specialty would respond to eligible 

e-consult requests for a that specialty. Right now, this is just an idea, not a detailed plan. We are 

trying to figure out how this would work and, if it can work, if it would be desirable for 

clinicians. We are interested in your perspective on this. 

40. Without getting into the details for now, what’s your first intuitive response to this idea? 

i. Probe: Do you think that a centralized system would have benefits in the case of 

your service specifically, at [name of facility]? And, if so, what would they be? 

j. Probe: What about potential harms or problems with a centralized e-consult 

system?  

k. Optional probe (if not addressed already): Would a centralized e-consult system 

be acceptable to you? 

41. Now let’s talk about some of the more specific aspects of how this centralized e-consult 

system would work: 

l. We’d like to talk about how the VISN-level e-consultants might be selected for a 

centralized system.  

i. Probe: How do you think these panelists should be selected? Who should 

they be?  

ii. Probe: If VISN were recruiting e-consultants for [name of specialty], what 

would make this position attractive to you?   



m. Probe: One source of conflict around EC seems to be conversions between face-

to-face consults and e-consults. How would you want these decisions to be 

handled in a centralized system? 

n. Probe: If the stakeholders at your facility and VISN1 decided to implement this 

sort of system for your service, what other barriers do you think there would be in 

the way of implementation? 

42. What other concerns or thoughts do you have about restructuring e-consults into a 

centralized system?  

43. If VISN goes ahead with centralization, it will require clinicians and other staff members 

to take on a whole new set of practices. How would you characterize your uptake of new 

practices? How quickly do you adopt things like new technologies or new procedures? 

 

Section 5: Morale and E-Consult Use 

We have reached the final section of our interview. Although we are focused on e-consults in this 

study, we are really interested in getting a fuller picture of clinicians’ experiences and, more 

specifically, in how the use of e-consults affects their morale and well-being. I will now ask you 

some questions about that. 

44. To start with a general question, how would you describe the morale at your workplace? 

By this I mean people’s attitudes about their jobs, including job satisfaction, burnout, and 

work engagement. 

e. Probe: How do you personally feel about your job? Would you say you are 

satisfied? Burned out? Engaged? [Probe for meanings of these concepts to 

interviewee]. 

f. Probe: How do other physicians at your facility feel about their jobs? Are they 

satisfied? Burned out? Engaged?  

g. Probe: How about other health care providers? [Specify: nurses, PAs, 

administrative personnel] 

h. Probe: Is there anything else you’d like to add about the general atmosphere or 

climate in your workplace?  

45. Let’s circle back to e-consults and their relationship with morale.  



o. Would you say that your use of e-consults has affected how you feel about your 

job – how satisfied, engaged, or burned out you are? How so?  

p. What about other physicians and other professionals?  

Before we wrap up, is there anything else about e-consults that you want to tell me about? Do 

you have any questions for me? I want to thank you again for your participation! I learned so 

much from this interview. I appreciate you taking the time to talk to me. I will now turn off the 

recorder.  

  



Interview Guide Version 3: For Leadership 

Thank you very much for agreeing to participate in this interview study. Your responses will be 

held in the strictest confidence and will not be shared with others outside the research team. I 

want to emphasize that there are no right or wrong answers; we are interested in all perspectives 

and experiences with e-consults in the VA. 

First, I want to hear a little bit about your background. 

For VISN-level leadership: 

1. Please tell me about your role in the VISN. 

2. What is your opinion about e-consults in general? What are positive and negative aspects 

of e-consults for patient care, providers, and the system? 

3. What is your opinion about how e-consults are currently used in the VA as a whole and 

in VISN 1? What are the biggest issues, in your opinion, with how e-consults are being 

used in the VA and the VISN? 

4. To the best of your knowledge, how do the rest of the VISN leadership see this issue? 

5. What is your opinion of the proposed system redesign toward a centralized e-consult 

model? What are potential benefits and issues that you envision? 

For site-level leadership: 

1. How long have you worked at the VA? 

2. What is your role at the VA? 

3. What is your opinion about e-consults in general? What are positive and negative aspects 

of e-consults for patient care, providers, and the system? 

4. What is your opinion about how e-consults are currently used – in the VA as a whole, 

VISN 1, and your specific facility? What are the biggest issues, in your opinion, with 

how e-consults are being used? 

5. What is your opinion of the proposed system redesign toward a centralized e-consult 

model? What are potential benefits and issues that you envision? 
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