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A lthough Medicaid expansion in the US has increased 

potential access to routine primary care, it has also led to 

new challenges and health care disparities, chief among 

them access to high-quality specialty care.1 Reasons for this include 

low reimbursement rates for treating patients with Medicaid and 

limited availability of specialists. To address the supply-demand 

mismatch, electronic consultation (e-consult) systems have been 

developed.2 E-consults allow referring primary care providers (PCPs) 

to obtain specialty expertise without the patient communicating 

directly with the specialist, whether through an in-person or a 

telehealth (phone or video) appointment. In an e-consult, a PCP 

sends an asynchronous message to a specialist who responds with 

recommendations. The PCP can share these recommendations 

with the patient at a future appointment or through other modes 

of communication, such as a phone call or electronic messaging 

via a patient portal. E-consult has demonstrated benefits consistent 

with the Quadruple Aim3: improving equitable patient access to 

specialty care, increasing PCP and specialist satisfaction, enhancing 

communication among providers who work within institutions, and 

introducing cost reductions through more efficient care delivery.4

To date, most US e-consult efforts have been within individual 

delivery systems,5 countywide and publicly funded systems,6 

academic medical centers,7 and organizations at financial risk for 

specialty care delivery.8 At this time in California, where many 

e-consult systems have flourished, Medi-Cal (Medicaid in California) 

provides reimbursement to specialists who provide e-consults with 

dedicated Current Procedural Terminology codes; referring clinicians 

(most often PCPs) do not receive reimbursement. PCPs and specialists 

who render care in federally qualified health centers (FQHCs) and 

rural health centers (RHCs) are also excluded from this benefit. In 

the FQHC payment model, the FQHC receives a capitated payment, 

which is higher than the fee-for-service payment for primary 

care services. The higher capitated FQHC payment is intended 

to cover all care, including care coordination activities. However, 

these rates were set prior to e-consult development and thus do 

not reimburse the additional provider time and effort required by 

e-consult. Furthermore, for FQHCs and RHCs that are not part of 
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ABSTRACT

OBJECTIVE: Electronic consultation, or e-consult, 
programs have enhanced access to specialty care for 
primary care providers and their patients, reducing 
unnecessary in-person visits and maintaining cost-
effectiveness. In California, there is great variability in 
access to e-consult programs for low-income patients who 
rely on Medicaid managed care plans (MCPs) for covered 
benefits. This study aimed to understand MCP facilitators of 
and barriers to e-consult investment in California.

STUDY DESIGN: Interviews conducted with California 
Medicaid MCPs’ leaders to learn about the facilitators of and 
barriers to investment in e-consult programs.

METHODS: Interviews were analyzed using content analysis 
with multistage coding. The Exploration, Preparation, 
Implementation, and Sustainment framework was used to 
organize facilitator and barrier themes into 4 contexts: outer 
context (landscape of health care delivery in California), 
inner context (components within the medical neighborhood), 
innovation factors (characteristics of e-consult programs), 
and bridging factors (MCP actions). 

RESULTS: Twelve themes emerged from 16 interviews. 
Outer context themes were regulatory policies and financial 
policies (barriers), limited specialty care (facilitator), and 
patient perceptions (both). Inner context themes were 
workforce characteristics (both), clinical leadership 
(facilitator), and clinical workflows (both). Innovation 
factor themes were adjunct e-consult vendor services 
(both) and software integration (facilitator). Bridging factor 
themes included collaboration with other plans (facilitator), 
financial risk delegation (barrier), and quality improvement 
considerations (facilitator).

CONCLUSIONS: Medicaid regulatory and reimbursement 
policies posed the most significant barriers to e-consult 
investment by Medicaid MCPs in California. Recognition 
of e-consult as a mode of specialty care delivery and 
reimbursement for clinicians could help future e-consult 
programs succeed in enhancing access to specialty expertise 
for low-income patients.
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organized delivery systems, e-consult adop-

tion requires collaborations with health plans 

that can provide the e-consult infrastructure. 

In California, Medicaid managed care plans 

(MCPs) play a crucial role in determining 

services available for patients, and many are 

regulated by the Department of Health Care 

Services and the Department of Managed Health 

Care. There is great variability in whether MCPs 

offer e-consults to their members who receive 

care in FQHCs and RHCs, even though it is 

established that e-consult promotes specialty 

care access and thus health equity. The facilitators of and barriers 

to e-consult implementation from the health plan perspective were 

an existing gap in our knowledge. We sought to bridge this gap by 

interviewing leaders from California MCPs that were in different 

stages of e-consult implementation.

METHODS
Design and Sampling

We contacted leaders of all MCPs regulated by the Department of 

Managed Health Care in California. Programs that were special 

initiatives, senior-only, dental-only, or nontraditional MCPs 

were excluded. Twenty-three plan leaders were invited via email 

to participate in semistructured interviews to learn about each 

organization’s investment in e-consults. Organizations were located 

across California and were at different stages of investment in 

e-consult programs, including no investment, pilot projects/early 

investment, or full robust implementation. Interviewees included 

MCP chief quality officers, chief medical officers, and CEOs.

Data Sources 

Semistructured interviews were conducted by 1 investigator 

(D.S.T.) via Zoom between March 2022 and June 2023. Interviews 

consisted of 7 questions that inquired about drivers for investment, 

lessons learned, and facilitators of and barriers to e-consult use 

(eAppendix 1 [eAppendices available at ajmc.com]). Conversations 

lasted 30 to 60 minutes and were audio-recorded and profession-

ally transcribed. Verbal informed consent was obtained from all 

participants. The study protocol was approved by a University of 

California Institutional Review Board (study 22-37482).

Analysis

Interview transcripts were entered into Dedoose 9.0.90, a cloud 

application for managing and analyzing qualitative data (SocioCultural 

Research Consultants, LLC). Two investigators (J.E.K. and D.S.T.) 

coded transcripts using direct content analysis to identify facilitators 

of and barriers to e-consult investment from the Medicaid plan 

perspective.9 They coded the first 3 transcripts independently and 

then met to share analysis and resolve discrepancies. The remaining 

transcripts were analyzed primarily by 1 investigator (J.E.K.), which 

were then confirmed by another (D.S.T.). Both coders continued to 

meet to discuss interpretations of the codes. Thematic saturation 

was reached after the 11th transcript. To maintain organization and 

generalizability, themes were mapped to the Exploration, Preparation, 

Implementation, and Sustainment (EPIS) implementation science 

framework, which identifies factors that influence implementa-

tion of evidence-based practice in publicly funded settings and 

organizes those factors into 4 constructs: outer context, inner 

context, innovation factors, and bridging factors.10,11

RESULTS
Participating Plans

Of 23 organization leaders contacted, 16 (69.6%) agreed to participate 

(Table 1) (participants’ plans are identified throughout the article 

with letters A through P). Organizational size varied considerably, 

as did geographic representation. Five plans delegated financial 

risk to other entities, whereas 11 plans maintained full financial 

risk for their Medicaid members. The large majority of MCPs had 

implemented e-consult programs. Seven organizations did not 

participate in the study. One organization no longer planned to 

continue its Medicaid business and declined participation. Two 

plans that declined to participate did not offer e-consults. The other 

4 organizations did not respond to inquiries, and their e-consult 

program status was unknown.

Twelve themes regarding e-consult program implementation 

within Medicaid health plans were identified across the EPIS 

constructs (Figure). A summary of the themes is presented as 

follows, with select representative quotes in Table 2 (full set of 

quotes available in eAppendix 2).

Outer Context

We defined the outer context as the health care landscape external 

to the medical neighborhood (the network of providers, including 

PCP and specialists, and other services collaborating to care for a 

patient) and the health plan. These themes included limited access 

to specialty care, regulatory recognition of e-consult, financial 

barriers, and patient perception.

Limited access to specialty care. An overarching theme throughout 

the interviews with MCP leaders was that limited access to specialty 

TAKEAWAY POINTS

Electronic consultation, or e-consult, is a mode of specialty health care delivery that can 
improve access to specialty care. There are various facilitators of and barriers to e-consult 
investment from the perspective of the Medicaid managed health plan.

	› Medicaid policy and reimbursement were the most important barriers to e-consult adoption.

	› Common facilitators of e-consult investment were related to limited specialty care access, 
engaged clinical leaders in primary care practices, and collaboration among health plans.

	› Understanding the facilitators and barriers may lead to changes in Medicaid policy and 
guide resource utilization for e-consult implementation by health plans to enhance spe-
cialty care access.
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care was a facilitator of e-consult investment. 

E-consults often alleviate the demand for 

in-person specialty appointments by resolving 

low-complexity specialty care concerns within 

the primary care home via provider-to-provider 

consultation or by allowing the PCP to initiate 

the “appropriate workup in advance” (plan A) of 

the specialty appointment. Access to specialty 

care services was a challenge for plans operating 

in all environments, whether rural, suburban, 

or urban. Interviewees from rural areas cited the 

additional access limitation due to distances 

that patients must travel for in-person specialty 

care visits. Plan leaders in suburban and urban 

areas identified additional limitations caused 

by a paucity of specialists accepting Medicaid 

patients in those areas.

Regulatory requirements not recognizing 

e-consult as a mode of health care delivery. 

The barrier most frequently discussed by 

plan leaders regarding e-consult uptake was 

related to policies and regulations. Participants 

highlighted that e-consults are not currently 

recognized as a mode of health care delivery by 

Medi-Cal, which then prevents e-consult access 

from contributing to health plans’ specialty 

network adequacy and timely specialty access 

requirements. One participant stated, “It comes 

down to whether [e-consult] is a covered benefit 

or not” (plan B). A few participants mentioned 

that the regulations are out of date, with one 

saying that it would be better to “give us credit 

for care delivered through e-consult as opposed 

to requiring it to kind of conform to an old 

version of what it means to get care” (plan C). 

One plan leader did mention that although 

e-consult does not count for specialty access, 

providing e-consult for its members still would 

decrease the demand for in-person referrals, 

thus positively impacting the plan’s timely 

access requirements.

Financial barriers. Another overarching 

barrier was related to absence of PCP remu-

neration for e-consult activities from Medi-Cal. 

One participant described, “From the [PCP’s 

perspective], there’s no extra benefit to me. 

I’m not getting compensated, and it’s more 

work for me to take on” (plan D). A few plan 

leaders also discussed that in a fee-for-service 

compensation context, even though e-consult 

is a lower-cost delivery model, it makes more 

financial sense for specialists to complete 

FIGURE. EPIS Constructs and Associated Themes in Health Plan Implementation of 
E-Consult Programs

EPIS, Exploration, Preparation, Implementation, and Sustainment; PCP, primary care provider.
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TABLE 1. Characteristics of Medi-Cal Managed Care Plans Whose Leaders Participated 
in an Intervention About E-Consult Implementation/Investment

Medicaid 
managed care 
plan identifier

Degree of 
implementationa Setting Delegationb

Approximate number 
of members covered 

in 2023

A Robust Mixed Yes 554,000

B Pilot Urban Yes 347,000

C Robust Urban No Not available

D Pilot Urban No 2,562,000

E Robust Urban No 185,000

F Pilot Mixed No 268,000

G Robust Rural No 406,000

H Robust Suburban No Not available

I Robust Mixed No 663,000

J None Suburban No 143,000

K Pilot Rural No 439,000

L Robust Mixed No 1,034,000

M Robust Mixed Yes 257,000

N None Suburban No 319,000

O Robust Mixed Yes 1,629,000

P Pilot Rural Yes 431,000

aDegree of implementation: none indicates the plan does not provide any e-consult services; pilot 
indicates e-consult services have been trialed in a limited fashion as self-reported by the interviewee; 
robust indicates e-consult services are offered and utilized widely as self-reported by the interviewee.
bDelegation: yes indicates the plan delegated financial risk to other entities such as individual practice 
associations; no indicates the plan maintained full financial risk for its Medi-Cal members.
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TABLE 2. Themes Related to Barriers to and Facilitators of E-Consult Investment From the Medicaid Health Plan Perspective, Mapped to the EPIS 
Framework for Implementation

EPIS construct 
theme

Barrier or 
facilitator Example quote

Outer context

Limited access 
to specialty 
care

Facilitator

“The emphasis [on e-consult] was very strong in the beginning. Just the fact that we were in a very rural landscape 
and we realized that access was always going to be a challenge. So that’s the angle that we adopted first and foremost. 
We wanted to make sure that there [are] adequate resources for PCPs to manage these members, especially when the 
specialists could be in cities far, far away.” (plan M)

Facilitator

“We’ve seen that [in] some of these impacted specialties, it still takes 9 months to a year to be seen.… The e-consult…may 
be able to help assist them [PCPs] actually manage these patients better and quicker. And then ultimately, if this is not 
resolved, they can make an appointment [and be seen] in the future after certain treatment does not improve whatever 
they have.” (plan N)

Facilitator
“We have specialists [who] won’t take Medi-Cal folks, so what we try to do here with e-consult is create this network of 
specialists [who] are paid and contracted and designed to see these people. So it’s like, here’s your pathway.” (plan I)

Regulatory 
requirements 
not recognizing 
e-consult as a 
mode of health 
care delivery

Barrier
“It comes down to whether [e-consult] is a covered benefit or not.… Medi-Cal is basically a whole [set] of laws, and a 
contract for us.” (plan B)

Barrier
“Medi-Cal health plans are so highly regulated, and we try to play very creatively within our sandbox, but reimbursement is 
crucial to what we do.” (plan G)

Barrier
“Give us credit for care delivered through e-consult as opposed to requiring it to kind of conform to an old version of what 
it means to get care.” (plan C) 

Lack of 
remuneration 
for PCPs

Barrier

“It would be helpful to understand if there were a way to also compensate the PCP office for managing that e-consult, 
because if we were able to mitigate that concern, there might be more of an increase in utilization of e-consult for our 
PCPs. From their perspective, you know, there’s no extra benefit to me. I’m not getting compensated, and it’s more work 
for me to take on.” (plan D)

Barrier
“[PCPs] are obviously not paid for so much of the extra time that they spend working on their inbox, which we know [is] a 
huge cause of burnout. I think it’s an interesting approach of telling providers that you can actually get paid for some of 
the extra time that you spend outside of the patient visit to help manage the visit or to help manage the patients.” (plan J)

Patient 
perception

Barrier
“Sometimes I’m not confident that our members who are benefiting or using the services necessarily know that they are 
getting the high-quality specialist service that they’re looking for.… Members may also believe that their access to in-
person specialist care is delayed by this process.” (plan E) 

Facilitator
“People are having to drive 100 miles and having to take a day off of work and find babysitting. So you could instead just do 
an e-consult and get a response back in 24 hours.” (plan I)

Inner context

Workforce 
characteristics

Facilitator
“The educational opportunities that it’s afforded their clinicians [have] been really impactful. They’re gaining knowledge; 
they’re making more appropriate, comprehensive referrals when they do need to make them.” (plan G)

Facilitator/
barrier

“When you have a smaller practice that has older physicians and it’s yet another change that you’re expecting of them, 
you’re less likely to have a large-scale uptake. But with the younger physicians who are used to having integrated medical 
records and so on, you’re more likely to have a higher level of uptake.” (plan A)

Barrier
“[The staff are] wearing all these different hats, and so asking them to do one more thing, they’re just like, ‘Love to do it, 
sounds great, but we don’t have the resources.’ So it’s 100% an uphill battle all the time.” (plan I)

Barrier
“Are they setting themselves up realistically where they have a provider who does e-consults and telehealth all day and 
it’s protected? Or does this become more of an afterthought, where it’s added onto their day and it’s just an impossibility?” 
(plan A)

Clinical 
leadership

Facilitator
“If a clinic does not want to implement e-consults, they will not do it. I can tell you with 90% certainty that it was at the 
clinic leadership level that the priority of e-consult was made and the e-consult services were implemented.” (plan G)

Clinical 
workflows

Barrier
“As a provider, I’m probably going to [ask,] ‘How complex is this case and which [method of obtaining specialty expertise] is 
going to cause me the least amount of abrasion, filling out this prior authorization request for [an in-person specialty care 
visit] or going in and entering clinical data for an e-consult?’ ” (plan A)

Facilitator
“We try to really learn about the [PCP] organization, understand them from a 360-degree approach so that when we’re 
going to talk to them [about e-consult] we’re having an intelligent conversation. We have to work with them and try to 
make it so it’s a joint effort and not something that [the PCPs] feel like we’re forcing.” (plan I)

(continued)



132    MARCH 2025 www.ajmc.com

POLICY

a telehealth visit or in-person visit, which are fully reimbursed 

and require minimal effort from the PCP’s perspective compared 

with e-consult.

Several MCP leaders said it was important for changes in compen-

sation to originate from state policy. One plan even attempted to 

pass state legislation to provide compensation to PCPs in FQHCs, 

although it ultimately was vetoed. Given this lack of remuneration 

for the e-consult service, a few participants described alternative 

funding sources beyond Medicaid to initiate and maintain their 

e-consult program. This funding often came from the health plan 

itself or outside grants. Funding from the health plan had the 

benefit of being potentially sustainable, as the health plan could 

continue to include e-consult support in its budget if it deemed 

that there was a higher benefit from providing e-consult services 

than from supporting other initiatives. Because plans receive a per-

member, per-month rate to deliver care, there is a financial return 

on investment on e-consults because they decrease unnecessary 

specialty care visits.

Patient perception. Patient perception of e-consult services was 

described as both a barrier to and facilitator of e-consult investment. 

Interviewees worried that patients may be less satisfied with their 

care via e-consult because, as one participant stated, “Sometimes 

I’m not confident that our members who are benefiting or using 

the services necessarily know that they are getting the high-quality 

specialist service that they’re looking for.… Members may also 

believe that their access to in-person specialist care is delayed by 

this process” (plan E). Similarly, another plan leader stated that the 

“advent of telehealth…and the adequate reimbursement for [synchro-

nous telehealth have] made e-consult a little less compelling for 

us” (plan F) because patients can speak directly with the specialist, 

which may lead to increased patient satisfaction compared with 

care received via e-consult. On the other hand, a potential facilitator 

was that when patients were aware of the dialogue between their 

PCP and a specialist, they were pleased that they would not need 

to take time off work to see a specialist in person.

Inner Context

We defined the inner context for e-consult implementation as the 

components within the medical neighborhood, which included 

the themes of workforce characteristics, clinical leadership, and 

clinical workflows.

Workforce characteristics. Plan leaders enumerated ways in which 

the clinical workforce characteristics acted as facilitators of and 

barriers to e-consult implementation. E-consults provided learning 

opportunities to PCPs, allowing them to expand their capabilities 

and scope of practice. As one plan leader stated, “They’re gaining 

knowledge; they’re making more appropriate, comprehensive 

referrals when they do need to make them” (plan G). Another plan 

TABLE 2. (Continued) Themes Related to Barriers to and Facilitators of E-Consult Investment From the Medicaid Health Plan Perspective, Mapped to the 
EPIS Framework for Implementation

EPIS construct 
theme

Barrier or 
facilitator Example quote

Innovation factors

Adjunct 
e-consult 
vendor 
services

Facilitator
“In the best of worlds, the provider who’s doing the e-consult is also a provider who could do a telehealth [visit], is also the 
provider who could do a face-to-face [visit].” (plan A)

Barrier
“Some of the challenges we have had with some of the e-consult providers [have] been their ability to work with a 
managed care plan. The basics like the submission of encounter data, the submission of big claims data—the payment 
methodology hasn’t necessarily worked similar to what it’s been like with an individual provider.” (plan K)

Software 
integration

Facilitator
“Obviously, the EHR integration is like the billion-dollar driver there. I know there [are] hundreds of different EHRs and that 
makes it difficult, but having integration I think removes one more barrier for why you can’t do something.” (plan I)

Barrier
“And some of [the] biggest challenges that they’re finding [are] that having to transition from going to the provider portal…
to a third-party vendor platform…there is really not necessarily a streamlined transition from one platform to the other. 
And so that is causing a lot of confusion.” (plan O)

Bridging factors

Collaboration 
with 
other plans

Facilitator

“We decided to involve the other plans in the geography that they partner with so that there’s not kind of this issue around, 
‘Well, the patient is on [one place] so we’re going to offer a certain menu of services that we won’t be offering to the other 
plan.’ And we felt strongly that, to the extent possible, we would bring those solutions together and work with the other 
health plans in the county.” (plan L)

Facilitator
“If that was sort of packaged to me, it would also make it a lot easier for me to move forward.… I feel my process is 
reinventing the wheel, [including] exploration and discovery other people have [already] done.” (plan J)

Barrier
“The IPAs were really pushing back and said, ‘Yeah, this sounds like a great program, and if you pay for it, we’ll do it,’ 
but we didn’t really have a strategy to cover those shared risk environments.” (plan M)

Quality 
improvement 
planning

Facilitator
“We have a very robust and meaningful quality oversight program that we employ just as part of our program management, 
and it’s important that the state knows that we don’t leave this to chance…reassuring them that there is a quality plan 
in place, and we watch these programs from so many different dimensions.” (plan M)

EHR, electronic health record; EPIS, Exploration, Preparation, Implementation, and Sustainment; IPA, independent practice association; PCP, primary 
care provider.
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leader identified clinician characteristics that could influence 

uptake, stating, “When you have a smaller practice that has older 

physicians, and it’s yet another change that you’re expecting of 

them, you’re less likely to have a large-scale uptake. But with the 

younger physicians who are used to having integrated medical 

records and so on, you’re more likely to have a higher level of uptake” 

(plan A). In addition, a high turnover rate in PCPs leads to a lack of 

“institutional memory” (plan H), thus requiring repeated outreach 

to PCPs on how to use e-consults.

Interviewees discussed the importance of ensuring that in-network 

specialists participating in e-consults are reimbursed and have 

time allotted to manage e-consults. One participant asked, “Are 

they setting themselves up realistically where they have a provider 

who does e-consults and telehealth all day and it’s protected? Or 

does this become more of an afterthought, where it’s added onto 

their day and it’s just an impossibility?” (plan A). Additionally, the 

capacity of primary care clinics’ frontline staff to serve as e-consult 

referral coordinators while also having other responsibilities was 

identified as a factor in implementation: “[The staff are] wearing 

all these different hats, and so asking them to do one more thing, 

they’re just like, ‘Love to do it, sounds great, but we don’t have the 

resources.’ So it’s 100% an uphill battle all the time” (plan I).

Clinical leadership. Strong primary care clinic leadership was 

consistently identified as an essential facilitator of the successful 

implementation and adoption of e-consults. One plan leader 

summarized this by saying, “If a clinic does not want to implement 

e-consults, they will not do it. I can tell you with 90% certainty that 

it was at the clinic leadership level that the priority of e-consult 

was made” (plan G). Another participant’s comments echoed the 

importance of leadership: “I think it takes a lot of leadership.… 

There’s a gazillion different reasons why they [PCPs] didn’t want 

to. But over time, there was fairly good uptake, and it was driven 

by the clinical leadership at the organization” (plan A).

Clinical workflows. Plan leaders frequently identified cumber-

some clinical workflows as barriers to high adoption of e-consult 

programs, including the need to log into a separate software system 

to submit an e-consult. Another barrier is when e-consult services 

are available for certain specialties but not others, requiring primary 

care clinicians to confirm the availability of the service prior to 

submitting an e-consult. The inclusion of referral coordinators 

was seen by some plan leaders as a facilitator to help offload the 

logistical effort from the PCPs, yet it could also act as a barrier by 

adding another layer of complexity and delay to the process. One 

plan leader described the calculation a PCP makes: “As a provider, 

I’m probably going to [ask,] ‘How complex is this case and which 

[method of obtaining specialty expertise] is going to cause me the 

least amount of abrasion, filling out this prior authorization request 

for [an in-person specialty care visit] or going in and entering 

clinical data for an e-consult?’ ” (plan A).

MCP leaders also discussed the tension between making e-consults 

mandatory and giving providers the option to refer directly to 

the specialist first. There was a concern that making e-consults 

mandatory could lead to providers placing a consult for the sake of 

complying with the requirement with limited or no value added from 

the e-consult dialogue. On the other hand, participants discussed 

that a mandatory e-consult could allow for “more of the care [to 

be completed] prior to the actual in-person specialty visit” (plan J).

Innovation Factors

We defined innovation factor themes as unique e-consult program 

characteristics that affected health plans’ e-consult strategies. 

These included adjunctive services from the e-consult vendor and 

software integration. 

Adjunct e-consult vendor services. Some e-consult vendors offer 

adjunctive services that facilitate the investment in e-consult by 

health plans. For example, one vendor provided an implementation 

team to help troubleshoot cumbersome clinical workflows. Whereas 

some e-consult vendors provided only the essential software, other 

vendors also provided their own specialty consultants. A few plan 

leaders mentioned that the ideal e-consult vendor was one that also 

provided telehealth services, potentially providing continuity of 

care: “In the best of worlds, the provider who’s doing the e-consult is 

also a provider who could do a telehealth [visit], is also the provider 

who could do a face-to-face [visit]” (plan A).

In addition, plan leaders discussed the importance of accessing 

data from the e-consult program to monitor the appropriate use 

of e-consults and ensure that they did not result in delays in care 

delivery. Many interviewees discussed barriers in obtaining the 

required encounter-level claims data for specialist payment from 

the e-consult vendors. For example, one said, “Some of the chal-

lenges we have had with some of the e-consult providers have been 

their abilities to…work with a managed care plan. The basics like 

the submission of encounter data, the submission of big claims 

data—the payment methodology hasn’t necessarily worked similar 

to what it’s been like with an individual provider” (plan K).

Software integration. Plan leaders frequently discussed the impor-

tance of software integration to facilitate e-consult implementation. 

Consistent with the aforementioned clinical workflow theme, plan 

leaders described resistance from PCPs if they were told to log into 

a separate system outside of their usual electronic health record 

(EHR) to submit an e-consult and to follow up on responses. A clear 

facilitator of e-consult investment was the ability of an e-consult 

vendor to integrate their software with different EHRs, as evidenced 

by this quote: “EHR integration [is] the billion-dollar driver” (plan I).

Bridging Factors

We defined bridging factors themes as those related to actions 

or considerations of the health plans, acting as the intermediary 

between the inner context (medical neighborhood) and the outer 

context (the broader health care landscape).

Collaboration with other plans. Collaboration among plans, 

particularly among those that operate within the same county, 

emerged as a strong facilitator of e-consult implementation. Several 

interviewees identified the challenge to clinicians if e-consults were 
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a covered benefit by one Medicaid health plan but not another in 

the same county. In those circumstances, clinicians would need to 

verify individual patients’ health insurance plan information before 

submitting an e-consult. Explicit collaboration, assurance that each 

plan offered the same “menu of services” (plan L), and payment for 

e-consults for uninsured patients were all identified as potential 

facilitators. As one participant stated, “We felt strongly that, to the 

extent possible, we would bring [e-consult] solutions together and 

work with the other health plans in the county” (plan L). Reinforcing 

this concept of collaboration, participants from plans that were not 

yet offering e-consults to their members expressed a desire to learn 

from leaders at other organizations: “If that was sort of packaged 

to me, it would also make it a lot easier for me to move forward.… 

I feel my process is reinventing the wheel, [including] exploration 

and discovery other people have [already] done” (plan J). Because 

health plans in geographic proximity are traditionally in competi-

tion with each other for members, participant leaders identified 

the important role that the California Department of Health Care 

Services could play in facilitating collaborations.

Delegation of financial risk. Several Medicaid MCPs contract 

with independent practice associations (IPAs), which are groups of 

health care providers who manage and share the financial respon-

sibilities of providing care to their members. Plan leaders described 

delegation as a barrier to implementing e-consult programs due to 

the extra layer of logistics and willingness to share costs. One plan 

leader said that “most IPAs…have prior authorization requirements 

for a consult, which is a whole other layer of complexity” (plan A). 

Another plan leader stated, “The IPAs were really pushing back and 

said, ‘Yeah, this sounds like a great program, and if you pay for it, 

we’ll do it,’ but we didn’t really have a strategy to cover those shared 

risk environments” (plan M).

Quality improvement planning. Health plan investment in a 

data monitoring plan to assess the quality and appropriate use of 

e-consults was identified as an important facilitator. Leaders felt 

it was important to capture data for internal quality improvement 

purposes, calculate a return on investment, and share these data 

with state regulatory bodies to demonstrate the value added from 

e-consult programs. “We have a very robust and meaningful quality 

oversight program that we employ just as part of our program 

management, and it’s important that the state knows that we don’t 

leave [e-consult implementation] to chance…reassuring them that 

there is a quality plan in place, and we watch these programs from 

so many different dimensions” (plan M).

DISCUSSION
In this study, we identified the key facilitators of and barriers to 

e-consult implementation from the perspective of MCPs in California. 

Previous studies have described high levels of satisfaction with 

e-consult programs among providers and patients12-14 and identified 

facilitators and barriers to implementation from the patient and 

provider perspectives.15 Strong clinician and executive leadership, 

established funding models for clinician reimbursement, and 

a commitment to optimizing clinician workflows to overcome 

extra burden on PCPs have been highlighted as elements key to 

implementation. Our study expands on this body of literature to 

add the health plan viewpoint. Consistent with prior studies’ results, 

we found that suboptimal in-person specialty care access, presence 

of strong clinical leadership in primary care practices, and clinician 

remuneration were important facilitators. We also identified a novel 

facilitator of implementation, which focused on collaboration 

among health plans. Building on prior studies, we discovered that 

the most important barriers to e-consult implementation were 

related to Medicaid policy.

E-consult services were initially conceived to expand access to 

specialty care.2 Our findings confirm this as an important facilitator 

of e-consult investment by MCPs. We also highlight the essential 

role of Medicaid policy in e-consult implementation. In contrast 

to Medicaid policy in some states (eg, Colorado16), Medi-Cal does 

not currently remunerate PCPs for the care they facilitate through 

e-consult. Additionally, although Medi-Cal reimburses specialists 

who provide e-consult services, this excludes specialists who operate 

in FQHCs and RHCs. This prevents providers in California who 

care for patients with the least access to specialty care from being 

compensated for their e-consult activities, which could exacerbate 

existing disparities in access to specialty care by insurance status. 

Furthermore, managed health care regulations in California do 

not recognize e-consults as a mode of health care delivery. Thus, 

specialty care expertise delivered via e-consults cannot contribute 

to timely access standards to which MCPs in California are held 

accountable. For these reasons, there is little incentive for plans 

that predominantly serve patients with Medicaid to invest resources 

in e-consult implementation.

The effect of policy can be witnessed in the adoption of telehealth 

services. Prior to the COVID-19 pandemic, telehealth services had 

limited adoption. However, during the pandemic, CMS rapidly pivoted 

to reimburse telehealth services, leading to significant changes in 

infrastructure to promote telehealth care.17 This example highlights 

how federal policy can drive significant changes in care delivery 

and serves as a model for improving e-consult implementation. 

A recent study noted that many Medicaid medical directors, who 

are responsible for the scientific and clinical appropriateness 

of Medicaid policies in their states, support reimbursement for 

telehealth professional services, including e-consults.18 Of note, 

although some study participants preferred investing in synchronous 

telehealth appointments over e-consult interactions, the delivery of 

care through telehealth does not fully address the current limited 

access to specialty care.

PCP workflows and clinic leadership have been cited previously 

as impacting the success of e-consult implementation.15 Our study 

confirms and further builds on this finding by identifying key ways 

the health plans can support e-consult adoption. These include 

investing in organizational resources, such as hiring staff to assist 

primary care clinics with implementation, as well as working closely 
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with primary care leadership to reduce implementation burdens 

faced by clinicians, including paying for integration of e-consult 

software into EHR systems. In addition, collaboration among health 

plans emerged as a novel facilitator.

The data presented in this study suggest that the most impactful 

mechanism to facilitate e-consult adoption in California would be 

Medicaid policy change, allowing e-consults to contribute to specialty 

care timely access metrics and providing remuneration of both PCPs 

and specialists who facilitate care through e-consult regardless of 

ambulatory practice setting. Of note, in January 2023, CMS issued a 

letter addressed to state health officials19 stating that coverage and 

payment of e-consult services was permissible. Although this has 

not yet led to any changes in California’s Medicaid policy, it provides 

potential opportunities for growth in California. In addition, having 

leadership from the state’s Department of Health Care Services and 

Department of Managed Health Care promote best practices with 

e-consult programs would be beneficial (eg, establishing forums or 

conferences to share knowledge among health plan executives and 

clinical leaders). This could include highlights of studies that have 

examined quality care delivery for single specialties (eg, cardiology, 

dermatology) through e-consult.20,21 Future areas of research that 

could promote Medi-Cal policy change include in-depth cost 

analysis and modeling to explore financial implications specific 

to the Medi-Cal context and investigating the impact of Medicaid 

policies on e-consult implementation other states, including its 

influence on downstream measures of health equity.

Limitations

This study has a few limitations. Most plans that participated in 

the study had implemented e-consult at least to some extent, if not 

robustly, despite the unfavorable remuneration context. There were 

2 organizations that declined participation, stating that they did not 

offer e-consult; 4 other organizations did not respond at all. Further 

insights on the barriers to e-consult implementation from these 

plans would have been valuable. In addition, this study focused on 

MCPs in California and may not be generalizable to leaders of other 

insurance providers such as commercial plans, Veterans Affairs, 

and Medicare or Medicaid MCPs that operate in different states.

CONCLUSIONS
This study identifies key facilitators of and barriers to e-consult 

investment from the viewpoint of MCPs, which offer insurance to 

most Californians with Medicaid. Medicaid policy and restrictive 

reimbursement procedures were the most important barriers to 

e-consult adoption. Health plans can play an important role in 

the success of an e-consult program by providing resources for 

establishing and maintaining a program. These findings may help 

inform changes in Medi-Cal policy and guide resource utilization 

for e-consult implementation by health plans to enhance access to 

specialty expertise to broad patient populations, thus promoting 

health equity and improved outcomes in the Medicaid population.  n
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eAppendix 1. eConsult Implementation Interview Questions 

1. Please briefly describe your organization, its clients and healthcare delivery partners.

2. Where would/does eConsult budget come from within your organization?

3. How was eConsult identified as part of your strategy to improve specialty care access? What needs
to happen for your organization to invest in an eConsult program(s)?

4. How was decision made to invest in eConsult/store-and-forward separate from Telehealth video?

5. Can you share 2-3 of your most important lessons learned from your eConsult efforts to date?
(Probe: invite specifics on the following topics)

a. Partner & stakeholder engagement (buy-in from healthcare delivery system
stakeholder, community partners); understanding of goals and impact of eConsult and
implications for cultural change; staff training, workflows. eConsult project management

b. Technology and business intelligence/ potential analytics.
c. Policy – liability, reimbursement, administrative
d. Finances/payment model
e. If you could do it over, anything you would have done differently?

6. What state-level policies could facilitate your wider/greater use of eConsult?

7. What guardrails could make DHCS more enthusiastic about the program or mitigate concerns?



eAppendix 2. Themes Related to Barriers to and Facilitators of E-Consult Investment From the Medicaid Health Plan Perspective, 

Mapped to the EPIS Framework for Implementation 

EPIS construct theme Barrier or 

facilitator 

Example quote 

Outer context 

Limited access to 

specialty care 

Facilitator “One of our biggest problems is getting individuals to actually show up for a follow-up 

appointment; that is, not only to just show up for the follow-up but then to have all of the 

appropriate workup in advance of that follow-up visit. You don’t ever want to waste a specialist’s 

time, and so the more effective each visit is, the more satisfied the patient’s going to be as well.” 

(plan A) 

Facilitator “The emphasis [on e-consult] was very strong in the beginning. Just the fact that we were in a very 

rural landscape and we realized that access was always going to be a challenge. So that’s the angle 

that we adopted first and foremost. We wanted to make sure that there [are] adequate resources for 

PCPs to manage these members, especially when the specialists could be in cities far, far away.” 

(plan M) 

Facilitator “We’ve seen that [in] some of these impacted specialties, it still takes 9 months to a year to be 

seen.… The e-consult…may be able to help assist them [PCPs] actually manage these patients better 

and quicker. And then ultimately, if this is not resolved, they can make an appointment [and be 

seen] in the future after certain treatment does not improve whatever they have.” (plan N) 

Facilitator “People don’t necessarily always think about e-consults in an urban area because it’s like, oh, yeah, 

you have a health system within 5 minutes or 5 miles or 10 miles, and it shouldn’t be a problem. But 

yet I’ve had situations where appointment availability is such a barrier, and now you’re going long 

distances again, and it doesn’t have to do with access in contracted networks. It has everything to do 

with when’s the first appointment.” (plan L) 

Facilitator “We have specialists [who] won’t take Medi-Cal folks, so what we try to do here with e-consult is 

create this network of specialists [who] are paid and contracted and designed to see these people. So 

it’s like, here’s your pathway.” (plan I) 

Regulatory 

requirements not 

recognizing e-consult 

Barrier “It comes down to whether [e-consult] is a covered benefit or not.… Medi-Cal is basically a whole 

[set] of laws, and a contract for us.” (plan B) 

Barrier “Medi-Cal health plans are so highly regulated, and we try to play very creatively within our 

sandbox, but reimbursement is crucial to what we do.” (plan G) 



as a mode of health 

care delivery 

Barrier “Give us credit for care delivered through e-consult as opposed to requiring it to kind of conform to 

an old version of what it means to get care.” (plan C)  

Barrier “The plans are engaged in all this, and they’re trying to figure out how to bring e-consult into a 

regulatorily compliant framework. Unfortunately, they’re trying to attend to regulations that are 

sometimes 20 or 30 years old.” (plan C) 

Lack of remuneration 

for PCPs 

Barrier “It would be helpful to understand if there were a way to also compensate the PCP office for 

managing that e-consult, because if we were able to mitigate that concern, there might be more of an 

increase in utilization of e-consult for our PCPs. From their perspective, you know, there’s no extra 

benefit to me. I’m not getting compensated, and it’s more work for me to take on.” (plan D) 

Barrier “That payment policy at the state level, where you’re paying both the individual physician who is 

effectuating e-consult and the practitioner who is accepting the e-consult, that payment policy does 

impact implementation and whether practices will take it on. Because a lot of [PCP] practices, 

especially at the beginning, see it as extra work.” (plan A) 

Barrier “[PCPs] are obviously not paid for so much of the extra time that they spend working on their inbox, 

which we know [is] a huge cause of burnout. I think it’s an interesting approach of telling providers 

that you can actually get paid for some of the extra time that you spend outside of the patient visit to 

help manage the visit or to help manage the patients.” (plan J) 

Patient perception Barrier “Sometimes I’m not confident that our members who are benefiting or using the services necessarily 

know that they are getting the high-quality specialist service that they’re looking for.… Members 

may also believe that their access to in-person specialist care is delayed by this process.” (plan E)  

Barrier “I think that the advent of telehealth in a big way and the adequate reimbursement for that has made 

e-consult a little less compelling for us because you can make a 10-minute phone call pretty easily 

and talk to the patient. It’s generally about half the time as a regular in-person visit. It is convenient 

for the patient. They get to talk to the specialists.… If it’s asynchronous, somebody never talked to 

me, looked at my chart, and I got told via somebody else that I’m fine vs [having] talked to the 

specialist, heard it from the horse’s mouth. That’s a lot more satisfying to the patient, and it’s a lot 

easier for specialists than a face-to-face [visit] usually. And we get reimbursed. So [because] the 

telehealth situation is much, much improved and now pretty widespread, I would say has obviated 

the need for e-consult a bit more.” (plan F) 

Facilitator “People are having to drive 100 miles and having to take a day off of work and find babysitting. So 

you could instead just do an e-consult and get a response back in 24 hours.” (plan I) 

Inner context 



Workforce 

characteristics 

Facilitator “The educational opportunities that it’s afforded their clinicians [have] been really impactful. 

They’re gaining knowledge; they’re making more appropriate, comprehensive referrals when they 

do need to make them.” (plan G) 

Barrier “We’re seeing this all across the health care sector but especially in primary care: high turnover 

rates. And so you do a training and then 6 months later you’ve got a whole new batch of new grads 

or fresh out of residency. More often FQHCs lean heavily on advanced practice practitioners, more 

often they’re new grads and then you just don’t have the institutional memory necessarily in place to 

show them what to do.” (plan H) 

Facilitator/barrier “When you have a smaller practice that has older physicians and it’s yet another change that you’re 

expecting of them, you’re less likely to have a large-scale uptake. But with the younger physicians 

who are used to having integrated medical records and so on, you’re more likely to have a higher 

level of uptake.” (plan A) 

Barrier “[The staff are] wearing all these different hats, and so asking them to do one more thing, they’re 

just like, ‘Love to do it, sounds great but we don’t have the resources.’ So it’s 100% an uphill battle 

all the time.” (plan I) 

Barrier “Are they setting themselves up realistically where they have a provider who does e-consults and 

telehealth all day and it’s protected? Or does this become more of an afterthought, where it’s added 

onto their day and it’s just an impossibility?” (plan A) 

Clinical leadership Facilitator “If a clinic does not want to implement e-consults, they will not do it. I can tell you with 90% 

certainty that it was at the clinic leadership level that the priority of e-consult was made and the e-

consult services were implemented.” (plan G) 

Facilitator “I think it takes a lot of leadership…because most people didn’t know about [e-consult] and they 

were asking, ‘What is this and how does it work? We don’t want to have to go into another system 

and do double data entry.…’ There [are] a gazillion different reasons why they didn’t want to. But 

over time, there was fairly good uptake and it was driven by the clinical leadership at the 

organization.” (plan A) 

Clinical workflows Barrier “As a provider, I’m probably going to [ask,] ‘How complex is this case and which [method of 

obtaining specialty expertise] is going to cause me the least amount of abrasion, filling out this prior 

authorization request for [an in-person specialty care visit] or going in and entering clinical data for 

an e-consult?’ ” (plan A) 

Facilitator “We try to really learn about the [PCP] organization, understand them from a 360-degree approach 

so that when we’re going to talk to them [about e-consult] we’re having an intelligent conversation. 



We have to work with them and try to make it so it’s a joint effort and not something that [the PCPs] 

feel like we’re forcing.” (plan I) 

Facilitator “If we could do more of the care prior to that actual in-person specialty visit, that would also be 

more patient-centered and make our primary care more comprehensive as well.” (plan J) 

Innovation factors 

Adjunct e-consult 

vendor services 

Facilitator “In the best of worlds, the [specialist] who’s doing the e-consult is also a provider who could do a 

telehealth, is also the provider who could do a face-to-face.” (plan A) 

Facilitator “I know they [e-consult vendors] do a peer-to-peer review, and I know that their specialists are rated 

based [on] the encounters with them. Therefore, any specialist [who] is sort of falling below their 

peers is going to receive more attention in regard to their e-consults to find out what’s going on 

there. So again,… allowing that organization to drive sort of who they hire and [whether] they want 

to be known for quality I think certainly helps.” (plan I) 

Barrier “Some of the challenges we have had with some of the e-consult providers [have] been their ability 

to work with a managed care plan. The basics like the submission of encounter data, the submission 

of big claims data—the payment methodology hasn’t necessarily worked similar to what it’s been 

like with an individual provider.” (plan K) 

Software integration Facilitator “Obviously, the EHR integration is like the billion-dollar driver there. I know there [are] hundreds 

of different EHRs and that makes it difficult, but having integration I think removes one more 

barrier for why you can’t do something.” (plan I) 

Barrier “And some of biggest challenges that they’re finding is that having to transition from going to the 

provider portal…to a third-party vendor platform…there is really not necessarily a streamlined 

transition from one platform to the other. And so that is causing a lot of confusion.” (plan O) 

Bridging factors 

Collaboration with 

other plans 

Facilitator “We decided to involve the other plans in the geography that they partner with so that there’s not 

kind of this issue around, ‘Well, the patient is on [one place] so we’re going to offer a certain menu 

of services that we won’t be offering to the other plan.’ And we felt strongly that, to the extent 

possible, we would bring those solutions together and work with the other health plans in the 

county.” (plan L) 

Facilitator “If that was sort of packaged to me, it would also make it a lot easier for me to move forward.… I 

feel my process is reinventing the wheel, [including] exploration and discovery other people have 

[already] done.” (plan J) 

Barrier “It really could impact their workflows if they need to determine prior to an e-consult who is a 

member [of our health plan] and who’s not.” (plan G) 



Facilitator “There are opportunities for collaboration, no question. If this is something that were important to be 

discussed, I think DHCS can certainly provide that forum. And yes, there are also relationships 

[among] the health plans, particularly the community-based ones, to be able to communicate 

together.” (plan J) 

Delegation of financial 

risk 

Barrier “Most IPAs, most of these delivery systems that take professional risk for specialty care, most of 

them have prior authorization requirements for a consult, which is a whole other layer of 

complexity.” (plan A) 

Barrier “The IPAs were really pushing back and said, ‘Yeah, this sounds like a great program, and if you 

pay for it, we’ll do it,’ but we didn’t really have a strategy to cover those shared risk environments.” 

(plan M) 

Quality improvement 

planning 

Facilitator “We have a very robust and meaningful quality oversight program that we employ just as part of our 

program management, and it’s important that the state knows that we don’t leave this to 

chance…reassuring them that there is a quality plan in place, and we watch these programs from so 

many different dimensions.” (plan M) 

Facilitator “How many e-consults are individual physicians doing, each practice, clinical sites, clinic networks 

and how long are they being taken to get a specialist response [if] all of that’s monitored every 

month?” (plan M) 

 

DHCS, California Department of Health Care Services; EHR, electronic health record; EPIS, Exploration, Preparation, 

Implementation, and Sustainment; FQHC, federally qualified health center; IPA, independent practice association; PCP, primary care 

provider. 
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