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INVITED COMMENTARY

Improving Primary Care–Specialty Care
Communication

Lessons From San Francisco’s Safety Net

W ith the advent of health care system reform,
patient-centered medical homes and account-
able care organizations have emerged as so-

lutions to the fragmentation and duplication that charac-
terize the US health care system.1 Given the increasing
burden of chronic disease, the success of these models de-
pends in part on improving the primary care–specialty care
interface.

The interaction between PCPs and specialist consult-
ants is not a trivial issue—it has a central role as a driver of
health care quality2 and cost.3 Moreover, the importance
of thePCP-specialistnexus isunderscoredbythesheernum-
ber of physicians potentially involved in any given pa-
tient’s care. A recent study4 found that in caring for 100

Medicarepatients, theaveragePCPneeds tocoordinatecare
with 99 other physicians working across 53 practices.

O’Malley and Reschovsky use a large, nationally rep-
resentative sample of physicians to rigorously confirm a
problem that previously has been reported in smaller, lo-
calized studies. Despite the wide recognition that PCP-
specialist communication is critical for high-quality pa-
tient care, the authors found that communication between
PCPs and specialists occurs inconsistently. Remark-
ably, only 69.3% of PCPs and 80.6% of specialists report
“always” or “most of the time” sending basic patient in-
formation to each other. Furthermore, this retrospec-
tive, self-reported survey data may in fact represent an
overestimate.
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The authors go one step further to identify system fac-
tors that correlate with the likelihood of PCP-specialist
communication. Three practice characteristics are posi-
tively associated with communication for both types of
physicians: “adequate” visit time with patients, receipt
of quality reports regarding patients with chronic con-
ditions, and nurse support for monitoring patients with
chronic conditions. Use of HIT is associated with higher
rates of communication by specialists, although not by
PCPs.

In the context of health care system reform, these find-
ings provide reassurance that we are on the right track.
Escaping the tyranny of the 15-minute visit, using clini-
cal data to improve individual and population health, and
practicing team-based care—all supported by the use of a
robust EMR—are some of the fundamental building blocks
of a successful patient-centered medical home.5 Never-
theless, even when all 4 supports are applied to a PCP prac-
tice, the probability of communication to a specialist only
increases from 63.9% to 82.7%. This begs the question,
“Can’t we do better?”

Despite the fact that HIT was not associated with in-
creased PCP communication, HIT remains a promising av-
enue for improving PCP-specialist communication. An ex-
ample of this is eReferral,6 an electronic referral management
and consultation program we developed for our safety net
system. For the clinics and services that currently use eRe-
ferral, PCPs electronically submit all new patient referrals
for specialty care. Each referral is electronically reviewed
by a specialist physician or nurse practitioner who can re-
spond in a variety of ways: approving a routine or urgent
specialty clinic appointment, asking for additional infor-
mation, recommending additional studies before a clinic
visit, or providing management strategies for the PCP. The
specialist reviewer’s response is sent to the PCP, who can
relay additional information, questions, or comments back
to the specialist in an iterative fashion using the eReferral
application. All exchanges are captured in real time in the
patient’s EMR.

Although the original impetus for the program came
primarily from concerns regarding wait times for spe-
cialty care, eReferral has resulted in a qualitative shift in
the communication and relationship between PCPs and
specialists in our system. This shift has in turn pro-
duced organizational changes in the larger safety net health
care delivery system.

From the PCP perspective, eReferral increases the ef-
ficiency of communication that previously would have
occurred in a diffuse fashion via facsimile transmission,
mail, telephone calls, and paging. Over time, eReferral
has also evolved into a tool for communication that en-
hances collaboration between PCPs and specialists. Many
PCPs use eReferral to request specialist advice and guid-
ance for patients whom they do not necessarily want to
be seen in clinic. Using eReferral in this manner ad-
dresses some of the inherent problems of traditional “curb-
side” consultations, such as incomplete patient data and
no documentation of the interaction, while retaining the
benefits of rapid response, opportunity for case-based edu-
cation, convenience for patients, and cost savings asso-
ciated with avoidance of a formal consultative visit. The
administrative burden of communication is also re-

duced by automatically populating relevant demo-
graphic and clinical data. A survey7 found that more than
70% of referring PCPs thought eReferral enhanced their
ability to track referrals, allowed for better guidance of
previsit evaluation, and improved overall clinical care.

From the specialist perspective, eReferral improves the
consistency and clarity of communication from the refer-
ring PCP. When a patient presents for a visit, the special-
ist is guaranteed not only a legible consultation request
but also one that has a clear consultative question be-
cause it has been vetted by a specialist reviewer. A survey
of surgical specialists found that compared with prior paper-
based methods, eReferral resulted in a 75% decrease in re-
ferrals for which there was difficulty discerning the rea-
son for consultation and a nearly 80% decrease in referrals
that were considered inappropriate.8 eReferral also pro-
vides a systemwide overview of all incoming referrals for
specialty reviewers, which allows for consistent and eq-
uitable triage and identification of topics for which refer-
ring physicians, nurse practitioners, and physician assis-
tants may benefit from additional education. Finally, and
perhaps most significantly, eReferral enables specialists to
provide timely and pertinent specialty care advice with or
without an in-person consultative visit.

From an organizational perspective, the implemen-
tation of eReferral in a complex system (26 primary care
clinics and 30 specialty clinics and services, represent-
ing 13 distinct organizations) has been challenging but
has significantly strengthened safety net partnerships in
San Francisco, California. Importantly, our efforts have
been synergistic with San Francisco’s universal access to
health care initiative9 and our local Medicaid managed
care plan’s efforts to create a more defined and inte-
grated safety net system.10

Our program is not a panacea for the current lack of
meaningful coordination of care between PCPs and spe-
cialists. Because it is solely focused on the initial stage
of the consultative process, eReferral does not address
the continuing challenge of timely, ongoing communi-
cation between the referring PCP and the specialist who
sees a patient in clinic. Although PCPs believe eReferral
improves clinical care, they also feel burdened by the shift
in clinical work from the specialist to the PCP. In addi-
tion, eReferral presents new challenges for PCPs in com-
municating with their patients about specialty care. In-
stead of, “I’m referring you to the specialist,” the message
may be, “I’m consulting with my specialist colleague to
see what else we need to do, which may include sending
you to the specialty clinic for a visit.” Furthermore, the
program is only as good as the specialist reviewer and
how helpful he or she is for referring PCPs. Finally, this
type of electronic consultation system is not sustainable
in a fee-for-service environment unless insurers begin to
pay for specialist time spent conferring with PCPs rather
than solely paying for patient visits.

Nevertheless, electronic referral programs clearly rep-
resent an improvement over traditional referral prac-
tices.11,12 As the Office of the National Coordinator moves
forward with developing additional measures of mean-
ingful use and the Centers for Medicare and Medicaid
Services experiments with new payment models, we urge
policymakers to devote attention to ways that HIT can
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be used to ensure communication and coordination be-
tween PCPs and specialists. We can do better.
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