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Ensuring delivery of timely, coordinated, 
safe and cost- effective specialty care is 
one of the most pressing issues facing 
our healthcare systems worldwide.1 Poor 
access to specialty care is common across 
health delivery organisations, with wait 
times as high as 6–12 months in some 
communities.2–4 For many specialties 
this is rooted in a shortage of specialist 
physicians.5 A key question, therefore, is 
how to maximise the efficiency and effec-
tiveness of specialist use and access. The 
traditional primary–specialty care inter-
face consists of a primary care provider 
(PCP) faxing a referral request to a 
specialist’s office without much accompa-
nying diagnostic information and waiting 
to hear from the patient when an appoint-
ment has been scheduled (often on a first- 
come, first- served basis). The process 
is inefficient as it often results in avoid-
able specialist visits, duplicate diagnostic 
testing and delayed diagnoses for those 
patients who need specialist evaluation 
sooner than others who were referred to 
the same specialist.6–8 Newer models for 
improving access to specialty care are thus 
urgently needed.

Electronic consultation (eConsult), 
which provides a way for PCPs and their 
patients to obtain specialty expertise 
without an inperson patient visit to the 
specialist, has emerged as one potential 
solution for increasing access to specialty 
care through improved efficiency of 
consultation.1 eConsults are asynchro-
nous virtual provider- to- provider consul-
tations. They allow specialists to address 
consultative needs through chart review 
and communication with the referring 
provider, often without an inperson 
specialty care visit. They can be used to 
triage whether an inperson visit is needed, 
and when such a visit is needed, ensure 
adequate diagnostic work- up is completed 

before the visit. Ideally, this results in time 
saving for scarce specialists and improved 
wait times for patients.

Studies of early adopters of eCon-
sult programmes in North America, for 
instance, have demonstrated benefits 
consistent with the overarching goal of 
achieving the quadruple aim: high- quality 
care delivery that improves population 
health and achieves high satisfaction 
among providers, care team members 
and patients, while introducing cost- 
savings from new efficiencies.1 9 Some 
early adopters have sought to continue to 
improve the efficiency of eConsults, lever-
aging advanced practice providers (APP) 
or registered nurses (RN) to participate in 
the triage and/or electronic consultation 
aspects of eConsult programmes under 
supervision of specialty physicians.

In this issue of BMJ Quality & Safety, 
Donovan et al10 describe an interven-
tion that introduces an RN into the 
existing eConsult process to sleep medi-
cine specialists. The nurse used a decision 
support tool based on obstructive sleep 
apnoea (OSA) guidelines to perform an 
initial review of referrals for OSA testing 
in a single Veterans Affairs Medical 
Center. The nurse triaged the eConsults to 
one of three options: home sleep testing, 
inpatient sleep testing with polysomnog-
raphy or further review by a sleep medi-
cine specialist to determine the optimal 
testing approach. Home sleep studies are 
more comfortable and convenient for 
the patient and are less costly than inpa-
tient sleep testing, but collect less data 
than inpatient sleep tests and are thus 
not suitable for individuals with severe 
chronic obstructive pulmonary disease 
or comorbid conditions such as advanced 
congestive heart failure, neuromuscular 
diseases and cognitive impairment due to 
the potential for missed OSA diagnoses.
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The authors examined the impact of the RN triage 
model versus the traditional specialist triage model on 
safety of sleep testing (primary outcome), defined as 
the receipt of home sleep testing in the presence of a 
contraindication which could lead to a missed diag-
nosis of OSA. Patients were assigned to be triaged by 
the RN or the specialist based on triager availability at 
the time of referral, making this a quasi- random assign-
ment and stronger study design to assess the safety 
of nurses independently making these initial triage 
decisions compared with a cohort study in which the 
nurse or the specialist selected the eConsults to triage. 
Study results indicate that patients whose referrals 
were initially triaged by nurses had a lower preva-
lence of receiving contraindicated at- home testing 
compared with patients whose referrals were initially 
triaged by specialist physicians (1.8% vs 3.3%). Of the 
793 referrals reviewed by a nurse, 62.4% were sent 
for further review by a specialist who ultimately made 
the final triage decision. The high incidence of this 
secondary triage likely biased the results to the null, 
making the differences in this safety outcome all the 
more notable. However, the outcome was not based 
directly on the triage decision but rather on the sleep 
tests that were scheduled and completed. The sched-
uling process after the triage decision was not the 
same for the traditional specialist- led and nurse- led 
model, potentially introducing bias into the results. 
If there was minimal bias and the results were mainly 
affected by triage decisions, the authors speculate that 
greater receipt of inappropriate home testing after 
initial triage by specialists was perhaps because they 
were less likely to review and follow the local sleep 
testing recommendations (adapted from the 2017 
American Academy of Sleep Medicine guidelines) 
compared with nurses. As noted, another explanation 
could stem from differences in the scheduling process 
after clinician triage.

Of the initial nurse- triaged referrals, 38.6% (308) 
were managed independently by the nurse without 
specialist review. As a secondary analysis, those refer-
rals were compared with referrals triaged by special-
ists in a propensity matched subsample. In this group, 
focused on patients for whom the nurse made the 
triage decision, data suggest there was no difference 
in prevalence of triage to a contraindicated home sleep 
test (adjusted relative risk 0.91, 95% CI 0.41 to 1.98), 
supporting the primary findings that there was no 
safety concern associated with RN triage decisions.

These ‘real world’ data are consistent with prior 
trial literature examining different models of ambula-
tory care delivery for sleep disordered breathing. For 
example, in one randomised controlled trial, a proto-
colised, RN- supervised, home- based diagnosis and 
treatment intervention was deemed non- inferior to a 
traditional specialist- led, hospital- based diagnosis and 
treatment strategy with respect to changes in scores on 
the Epworth Sleepiness Scale after 3 months.11

Although promising, these results must be considered 
alongside important practical considerations. First, 
over 60% of the RN- reviewed referrals were sent for 
further review by a specialist physician, representing 
redundant work. While potentially important for 
patient safety, this raises questions of whether an RN 
triage system results in actual overall system savings. 
Economic evaluations of RN and APP roles in specialty 
care settings have been limited and challenging to inter-
pret, in part due to non- standardised roles and respon-
sibilities across settings.12 13 Second, participating 
RNs received 4 months of specialist supervision prior 
to study initiation. This kind of direct supervision is 
crucial for any successful intervention of this sort and 
in fact 4 months might not be sufficient. Importantly, 
the authors note that in the initial 3 months of the 
study, RNs triaged 75% of patients to specialists, but 
at the end of the study period they referred only 45% 
of patients. With longitudinal oversight and feedback 
by specialists, it is plausible that non- physicians could 
achieve greater confidence in correctly triaging more 
complex cases. Thus, for programmes such as this to 
succeed, adequate training is paramount, including 
comprehensive onboarding for new RNs as well as 
ongoing easy access to specialist advice and oversight. 
Third, among the cases triaged to specialists by the 
RNs, 32% met at least one of the criteria for specialist 
oversight; close to 70% did not meet official criteria 
for specialist oversight, suggesting that the guidelines 
might not have adequately captured areas that would 
be of concern to RNs. Developing and maintaining 
clear guidelines for non- physician team members with 
input from end users are key to success.

Paramount to providing quality care is the appro-
priate use of resources with personnel practising at 
their full capacity. Programmes such as that described 
by Donovan et al,10 which shift triage decisions from 
specialty providers to RNs, aim to do just that. But 
with any such shift comes safety concerns. Donovan et 
al10 demonstrate that when considering triage for OSA 
sleep studies, triage by RNs is not only safe, but poten-
tially even better with respect to guideline adherence. 
It is also clear that to be successful, such programmes 
require the development of guideline- driven non- 
physician roles, months of direct RN training and 
ongoing availability of specialist backup. With 
continued innovation and fresh thinking about ways 
to provide care, combined with thoughtful research 
showing these innovations are safe and effective, we 
can continue to move closer to the quadruple aim.
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