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Inflammatory bowel disease (IBD) is a chronic dis-
order that includes Crohn disease and ulcerative 
colitis. The disorder is characterized by relapsing 
and remitting inflammation of the gastrointestinal 

tract and a high risk for complications, surgeries, and 
frequent hospitalizations (Peyrin-Biroulet et al., 2016). 
The prevalence of IBD among adults in the United States 
(U.S.) was estimated to be 1.3% of the population (3 
million) in 2015 and exceeded 0.3% (10 millions) in 
Western countries in 2016 (Dahlhamer, Zammitti, 
Ward, Wheaton, & Croft, 2016; Ng et al., 2018). 

Background
Economic burden from IBD is substantial. Direct costs  
of IBD were approximately $6.3 billion in 2004 
(Kappelman et al., 2008). Hospitalizations accounted for 
one third of total healthcare costs (Cohen et al., 2010),  
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and readmission of IBD patients incurred an additional 
$576 million nationwide in 2013 (Barnes et al., 2017). 
Nonetheless, in a systematic review consisting of mainly 
U.S. institutions, one in four IBD patients were found to be 
readmitted within 90 days (Nguyen et al., 2019b). These 
readmissions are associated with hospitalization-related 
morbidity and mortality, healthcare costs, and poor qual-
ity of life (Barnes et al., 2017; Keller, Windsor, Cohen, & 
Chand, 2019; Knowles, Gass, & Macrae, 2013).

To decrease high readmission rates in IBD, one pro-
posed intervention is a timely clinic appointment with a 
gastroenterologist (Malhotra, Phatharacharukul, & 
Thongprayoon, 2018; Nguyen, Nugent, Shaw, & 
Bernstein, 2011). To prevent hospitalizations and disease 
complications and achieve mucosal healing, current IBD 
guidelines emphasize identifying moderate high-risk IBD 
patients early and starting appropriate therapies in a 
timely fashion before the disease progresses (Lichtenstein 
et al., 2018; Maaser et al., 2018). This is attainable 
through timely clinic appointments with a gastroenterol-
ogist, which has been shown to be associated with lower 
rates of surgeries, disease flares, and IBD-related hospi-
talizations (Mathias et al., 2020; Nguyen et al., 2011). 
On the other hand, lack of clinic appointments with a 
gastroenterologist was a predictor for readmission within 
90 days in IBD patients (Malhotra et al., 2018).

The optimal timeframe for clinic appointments with 
gastroenterologists is not well-defined in the U.S. and 
Europe; however, the Canadian gastroenterology (GI) 
workgroup reached a consensus: in active IBD, the maxi-
mal wait time for consultation with gastroenterologist is 
defined as 14 days (Leddin et al., 2013; Paterson et al., 
2006). Nonetheless, the available data showed the wait 
time in North America significantly exceeded this target 
goal. In the U.S., the mean wait time was 26 days for any 
gastrointestinal disorders (n = 626,000) (Hayhurst, 
2017). In Canada, the wait time was 92 median days in 
any GI disorders (n = 1,374) and 72 mean days in IBD 
patients (n = 73) nationwide (Leddin et al., 2013) and 
was as long as 185 days (n = 200) at a local IBD center 
(Mathias, van Zanten, Kits, Heisler, & Jones, 2018).

Despite these suboptimal data, literature is lacking 
about clinic-wide interventions and recommendations 
to ensure timely outpatient GI appointments in the 
IBD population. Thus, this integrative review exam-
ined current global evidence on strategies for reducing 
wait times and prioritizing urgent adult patients to 
outpatient clinic appointments with gastroenterolo-
gists to ultimately improve access to IBD care, quality 
of care, and clinical outcomes.

Methods
Information Sources and Search
This integrative review sought to answer the question: 
“What are the evidence-based interventions to improve 

access to outpatient gastroenterology care in adult 
patients with IBD?” The integrative review was per-
formed based on Preferred Reporting Items for 
Systematic Reviews and Meta-Analysis (PRISMA) 
guidelines for reporting systematic reviews (Moher 
et al., 2015). A comprehensive search of three elec-
tronic databases (PubMed, Embase, and Cumulative 
Index of Nursing and Allied Health Literature 
[CINAHL] Plus) was conducted. The search strategy 
included the use of combinations of the keywords and 
relevant Medical Subject Headings (MeSH) terms: 
inflammatory bowel disease OR ulcerative colitis OR 
Crohn’s disease, appointments, AND time to appoint-
ment (see Supplementary File 1, available at: http://
links.lww.com/GNJ/A65). The search strategies includ-
ing MeSH terms, truncation, Boolean operators, and 
search filters were utilized to broaden or narrow the 
focus. 

Articles were included if they met the following cri-
teria: (1) contained interventions or recommendations 
to improve IBD patients’ access to outpatient appoint-
ments at GI clinic; (2) published between January 2009 
and September 2019; (3) contained an adult popula-
tion (18+ years); and (4) were written in English. 
Exclusion criteria were: (1) non-peer-reviewed articles; 
inaccessible full-text, book chapters, or conference 
abstracts; (2) experimental studies that evaluated 
medical/surgical interventions or case studies; (3) stud-
ies focusing on a pediatric population or transition of 
care from adolescent to adult IBD care; (4) studies 
focusing on endoscopy or primary care follow-up 
appointments; and (5) GI or IBD service in an inpatient 
setting.

A total of 594 (PubMed, Embase, and CINAHL 
Plus) records were first obtained by searching the data-
bases with the keywords, and 6 additional records 
were obtained by screening the reference lists for rele-
vant articles. After applying the inclusion and exclu-
sion criteria to the search results and removing 21 
duplicates, 210 records remained for review. Titles and 
abstracts were screened for criteria relevant to the 
practice question and an additional 188 records were 
excluded. The remaining 22 full-text records were 
reviewed for eligibility based on relevance and inclu-
sion criteria. Nine records were incorporated in the 
final synthesis (Figure 1).

Results
This integrative review contains nine studies published 
between 2012 and 2019. Based on the Johns Hopkins 
Nursing Evidence-Based Practice Scale (Dang & 
Dearholt, 2018), each article was assessed for evidence 
level and quality rating, as seen in Table 1. The levels 
of evidence ranged from II to V, and the quality of the 
articles was rated A or B. Selected study designs were 
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two quasi-experimental studies, two qualitative stud-
ies, two descriptive studies, two quasi-experimental 
quality improvement (QI) projects, and an expert opin-
ion. Sample sizes ranged from 26 to 82,593 partici-
pants. All the studies occurred in the U.S., Canada, or 
Europe. Of the two quasi-experimental studies and 
two QI projects that involved interventions, the set-
tings were all in IBD centers or units within GI clinics 
at urban academic centers, except for one in an inter-
nal medicine clinic. Target populations were all IBD 
patients except one QI project, which examined 
patients with any gastrointestinal diagnoses.

Themes that emerged from the analysis of these 
articles on interventions for timely IBD care were: (i) 
clinic-wide scheduling protocols (Matteson-Kome, 
Lopez, Sliger, Mathews, & Bechtold, 2014; Rejler, 
Tholstrup, Elg, Spangeus, & Gare, 2012); (ii) a dedi-
cated healthcare team (Castiglione et al., 2016; 
Lesnovska, Frisman, Hjortswang, Hjelm, & Borjeson, 
2017; Rejler et al., 2012; Schoultz & Macaden, 2016); 
(iii) efficient referral process (Kinnucan et al., 2019; 

Mathias et al., 2018); (iv) appointment management 
based on disease acuity and severity (Kinnucan et al., 
2019; Reinglas et al., 2019); and (v) addressing a 
shortage of IBD clinicians (Nguyen, Bouchard, & 
Diong, 2019a; Schoultz & Macaden, 2016).

Interventions for Timely IBD Care

Clinic-Wide Scheduling Protocols
One QI initiative at the University of Missouri GI clinic 
involved implementing a protocol based on an advanced 
access clinic model where a patient service representa-
tive notified the Director of Ambulatory Services if the 
first appointment availability exceeded 10 days. Then, 
either the referred gastroenterologist or the unit 
Director overbooked an existing clinic appointment 
slot, or the Director created a special appointment time 
outside of typical appointment slots (Matteson-Kome 
et al., 2014). This intervention increased the number of 
new GI patients seen within 10 days from 35.1% to 
75.2% over 1 year (Matteson-Kome et al., 2014).

Copyright © 2021 Society of Gastroenterology Nurses and Associates. Unauthorized reproduction of this article is prohibited.

FIGURE 1. PRISMA flow diagram.
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In a GI clinic in Sweden, Rejler et al. (2012) evalu-
ated the quality of different areas of IBD care using 
two quality models—the Donabedian and the Clinical 
Value Compass—and found that a clinic-initiated 
annual check-up increased access to care. This proac-
tive approach primarily consisted of a yearly phone 
call (i) to remind patients of the availabilities of the 
IBD nurse whom they could call with any concerns or 
questions to avoid preventable emergency department 
visits; and (ii) to offer clinic appointments with a gas-
troenterologist for routine and acute flares within as 
soon as 2 days as needed. This approach in conjunc-
tion with quality-of-life questionnaires and/or labora-
tory tests increased the rate of annual check-up from 
75% to 98% (471/481) for these IBD patients. Thus, 
the literature showed having a protocol for a model-
based clinic-wide scheduling process facilitated timely 
IBD care, although the methods varied (Matteson-
Kome et al., 2014; Rejler et al., 2012).

Dedicated Healthcare Team
For patients who established care with gastroenterolo-
gists, common barriers to timely IBD care were frag-
mentation of patient–provider communication 
(Lesnovska et al., 2017; Schoultz & Macaden, 2016). 
In two qualitative studies, IBD patients reported feel-
ing frustrated when not knowing whom, when, and 
where to contact for advice and support; having diffi-
culties getting hold of clinic staff on the phone; and 
having to explain their complex disease to multiple 
staff members (Lesnovska et al., 2017; Schoultz & 
Macaden, 2016). To address this lack of continuity of 
care, three studies examined the role of a dedicated 
IBD clinic scheduler and nurse in IBD care and showed 
improved accessibility to scheduling and clinical ser-
vices in GI clinics, and enhanced patient satisfaction 
while decreasing hospitalizations (Castiglione et al., 
2016; Rejler et al., 2012; Schoultz & Macaden, 2016). 
These results showed a dedicated healthcare team can 
be utilized to improve access to IBD care.

Efficient Referral Process
According to Mathias et al. (2018) in a retrospective 
study, 80% of the new patient referrals lacked basic 
information (e.g., reason for referrals) or pertinent 
diagnostic studies (e.g., endoscopy reports and imaging 
studies) resulting in delay of a clinic appointment by an 
average of 12 weeks. In an effort to make the referral 
process efficient, an IBD committee recently developed 
a referral algorithm to guide non-IBD specialists on 
stratifying new IBD patients by disease risks and refer-
ring to the right level of clinician in a timely fashion 
(Kinnucan et al., 2019). These findings shed light on 
the impact of a quality referral process on timeliness of 
clinic appointments, diagnoses, and treatments and 

importance of improving the efficiency of the referral 
process to avoid unnecessary wait times from lack of 
care coordination (Kinnucan et al., 2019; Mathias 
et al., 2018).

Appointment Management Based on 
Disease Severity and Acuity
Two studies proposed managing appointments based 
on disease severity and acuity. A quasi-experimental 
study at a GI clinic by Reinglas et al. (2019) proved a 
gastroenterologist’s screenings for urgent appointment 
requests achieved a “fast track evaluation” in 224 
urgent patients (85.7%) within 3 days. In an expert 
opinion by Kinnucan et al. (2019), an IBD committee 
developed a referral algorithm to guide non-IBD spe-
cialists in emergency department, primary care clinics, 
and general gastroenterologists. The pathway involves 
triaging clinical urgency and disease severity based on 
clinical manifestations and inflammatory markers, and 
referring to the right level of care for timely referrals 
thus achieving “timelier care.”

Although study settings and study designs varied, 
both studies showed prioritizing clinic evaluations of 
IBD patients based on clinical urgency can facilitate 
timely IBD care for patients with severe disease and acute 
flares (Kinnucan et al., 2019; Reinglas et al., 2019).

Addressing Shortage of IBD Clinicians
Improving the shortage of IBD clinicians was another 
method of achieving timely IBD care. A qualitative 
national survey in Scotland in 2014 showed IBD 
patients felt the number of available IBD physicians 
and nurses was inadequate during flares and after-
hours (Schoultz & Macaden, 2016). Nguyen et al. 
(2019a) explored this further in a population study in 
Canada and discovered that moderate to high preva-
lence of IBD-specialized gastroenterologists attenuated 
emergency department visits in IBD patients. These 
findings highlighted that ensuring a sufficient number 
of IBD specialists was an important factor for IBD 
patients in access to care and acted as a protective fac-
tor for negative health outcomes (Nguyen et al., 
2019a; Schoultz & Macaden, 2016).

DISCUSSION
This integrative review revealed potential interventions 
to ensure timely clinic appointments with gastroenter-
ologists in the IBD population. Although the majority 
of interventions are focused on large centers, some 
strategies may be modified for application in small 
centers. First, clinic-wide standardized protocols were 
able to achieve timely outpatient IBD care. One study 
also proposed a standardized referral pathway using 
key markers to help guide clinicians in different set-
tings in their assessment and triage (Kinnucan et al., 
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2019). However, variances in study methods and opti-
mal timeframes for time to appointments made it dif-
ficult to compare the efficacy between different studies 
and generalize to a wider population (Matteson-Kome 
et al., 2014; Rejler et al., 2012). It is speculated that 
this is due to a paucity of literature and guidelines in 
outpatient GI follow-up and timely access to IBD care. 
In other chronic diseases, such as heart failure, practice 
guidelines clearly define a posthospital discharge fol-
low-up visit between 7 and 14 days (Yancy et al., 
2013). This timeframe was associated with reduced 
readmission and also adopted as a national quality 
indicator (Joint Commission, 2018; Lee, Yang, 
Hernandez, Steimle, & Go, 2016). Further studies are 
needed to evaluate the appropriate timing for outpa-
tient GI follow-ups and strategies for effectively man-
aging clinic appointments in the IBD population.

For GI clinic administrators, the literature encour-
aged the use of a dedicated IBD scheduling process as 
well as a personal nurse coordinator for IBD patients 
due to the communication barrier and discontinuity of 
care resulting from a centralized scheduling process 
and randomly assigned nurses used for all gastrointes-
tinal diagnoses (Lesnovska et al., 2017; Schoultz & 
Macaden, 2016). A specialty medical home adopted by 
University of Pittsburgh Medical Center gastroenterol-
ogy group provides a good example of integrating a 
personal nurse coordinator in the patient-centered IBD 
care. The nurse provides disease-specific care coordi-
nation throughout the healthcare system and plays an 
integral role in the multidisciplinary team. It is impor-
tant to note that this model as a whole resulted in 
reducing hospitalization rates and healthcare costs as 
well as achieving rapid access to care—within 72 hours 
for new or returning IBD patients (Regueiro et al., 
2016). Based on these positive findings, IBD practices 
should consider allocating dedicated schedulers, nurs-
es, and a helpline for IBD patients for continuity of care 
as well as improved access to clinical services, health 
outcomes, and patient satisfaction (Castiglione et al., 
2016; Rejler et al., 2012; Schoultz & Macaden, 2016).

For GI clinics and referring providers, this review 
highlighted the importance of collaborative efforts to 
improve the quality and efficiency of the referral pro-
cess. For example, equipping referring providers with 
a template of IBD referral requirements (i.e., past 
endoscopies, pathology, cross-sectional imaging, etc.) 
could prevent new referral delays and redundant test-
ing while allowing more fruitful encounters with IBD 
specialists. This will allow timely evaluation, diagno-
sis, and treatment within appropriate therapeutic win-
dows by IBD specialists (Mathias et al., 2018).

Prioritizing clinic appointments based on the clini-
cian’s assessment of disease severity and acuity was 
also proposed as an intervention for timely IBD care. 

The premise of an “IBD referral algorithm” and “rapid 
access clinic” is that timely outpatient IBD care can be 
achieved by identifying “sicker” patients with a triag-
ing algorithm and accelerating evaluations of more 
urgent patients, whereas less acute patients may be 
managed more expeditiously by a general GI provider 
or undergo initial workup by their primary care pro-
vider (Kinnucan et al., 2019; Reinglas et al., 2019). 
However, more studies are needed to establish support-
ing evidence for these triaging algorithms and validate 
efficacy with rigorous controlled studies.

The last proposed intervention was to address the 
inadequate number of IBD clinicians. Although the 
national data in gastroenterologists or IBD specialists 
are lacking, a recent report by the Association of 
American Medical Colleges (2019) showed the pro-
jected shortage in specialty care was estimated between 
24,800 and 65,800 largely due to the aging population 
and retiring physicians. Considering the high preva-
lence and incidence of IBD in the U.S., it is paramount 
to identify and implement effective strategies to mini-
mize regional disparities in IBD specialists (e.g., provide 
IBD specialists with incentives to serve in rural areas, 
increase IBD fellowships, provide more thorough train-
ing of IBD to general gastroenterologists, and increase 
IBD education for registered nurses and specialized 
training for advanced practice registered nurses).

This review revealed several key gaps in the litera-
ture. Although the studies discussed the importance of 
timely outpatient care in IBD in different study designs, 
time-to-appointment was measured in only four stud-
ies (Castiglione et al., 2016; Matteson-Kome et al., 
2014; Reinglas et al., 2019; Rejler et al., 2012), limit-
ing the ability to quantify and compare the effect of the 
interventions. Further, these four intervention studies 
lacked a theoretical model or evidence-based literature 
to justify their study methodologies. Moreover, an 
operational definition of outcomes for timely access 
was not clearly stated in some studies, which was a 
threat to construct validity (Castiglione et al., 2016; 
Reinglas et al., 2019). Lastly, although the referral 
algorithm is a novel approach to facilitating timely 
care, the supporting literature is lacking, and its effi-
cacy on timeliness or clinical outcomes has not yet 
been validated (Kinnucan et al., 2019).

Implications
Future studies should (i) quantify the magnitude of 
timely IBD care interventions using measurable out-
comes and controls; (ii) conduct head-to-head trials to 
evaluate the efficacy of various interventions on time-
to-appointment as a primary outcome; (iii) evaluate 
the effect of educating primary care physicians and 
general local gastroenterologists on the “IBD referral 
pathway” and IBD referral requirements; (iv) examine 
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the direct relationship between timely clinic appoint-
ment and health outcomes (e.g., hospitalizations); and 
(v) define appropriate follow-up intervals for appoint-
ments with gastroenterologists based on disease acuity 
and severity of IBD.

Limitations
There are several limitations in this review. First, the 
study settings were all in outpatient clinics in urban 
academic centers, limiting generalizability to commu-
nity gastroenterologist offices and rural centers. 
Additionally, one QI project included patients with any 
GI diagnosis, not just IBD; however, the study was 
pertinent to the evidence question and provided addi-
tional insights. Further, among quasi-experimental QI 
projects, some did not measure time-to-appointment. 
Even when measured, the studies lacked baseline data 
for comparison. Additionally, some intervention stud-
ies did not have controls or adjust for confounding 
factors. Meanwhile, in qualitative studies, there was 
selection bias due to purposive sampling and response 
bias due to using self-reported surveys and focus group 
interviews. Finally, the data in the literature did not 
include information on IBD type, disease severity, and 
disease activity, reducing the transparency and 
generalizability.

CONCLUSION
This is the first integrative review on clinic-wide inter-
ventions to achieve timely IBD care with meaningful 
takeaways from a QI standpoint. The review high-
lighted a number of barriers to timely IBD care and the 
interventions to target these barriers. These findings 
can raise awareness among a wide range of healthcare 
professionals on a continuum of care. For referring 
providers (primary care providers, local gastroenterol-
ogists, emergency department providers, and hospital-
ists), this review will help them make purposeful risk 
assessments of IBD patients and send high-quality 
referrals with supporting information to a GI clinic. 
For administrators of GI clinics, the review provides 
different modalities to facilitate timely evaluation and 
treatment of IBD patients, such as standardized sched-
uling protocols, proactive annual follow-up phone 
calls, a designated IBD healthcare team, and urgent 
appointments for high-acuity patients.

QI efforts should be made to implement a system-
atic strategy to foster a seamless care continuum from 
the time IBD patients first enter a healthcare system in 
an emergency department or primary care setting to 
establishing care with gastroenterologists. Through 
timely referrals, evaluations, and treatments, these 
endeavors targeting different barriers of clinic appoint-
ments will not only improve access to IBD care but 
also ultimately improve quality of care and contribute 

to a reduction in preventable hospitalizations and asso-
ciated healthcare costs related to lack of follow-ups 
with gastroenterologists.✪

REFERENCES
Association of American Medical Colleges. (2019). The complexities 

of physician supply and demand: Projections from 2017–2032. 
https://www.aamc.org/system/files/c/2/31-2019_update_-_the_
complexities_of_physician_supply_and_demand_-_projections_
from_2017-2032.pdf

Barnes, E. L., Kochar, B., Long, M. D., Kappelman, M. D., Mar-
tin, C. F., Korzenik, J. R., & Crockett, S. D. (2017). Modifi-
able risk factors for hospital readmission among patients with 
inflammatory bowel disease in a nationwide database. In-
flammatory Bowel Diseases, 23(6), 875–881. doi:10.1097/
MIB.0000000000001121

Castiglione, F., Imperatore, N., Testa, A., Rea, M., Nardone, O. M., 
Gervetti, P.,  … Rispo, A. (2016). Efficacy of a “contact center-
based communication” in optimizing the care of inflammatory 
bowel diseases. Digestive and Liver Disease, 48(8), 869–873. 
doi:10.1016/j.dld.2016.03.028

Cohen, R. D., Yu, A. P., Wu, E. Q., Xie, J., Mulani, P. M., & Chao, 
J. (2010). Systematic review: The costs of ulcerative colitis in 
Western countries. Alimentary Pharmacology & Therapeutics, 
31(7), 693–707. doi:10.1111/j.1365-2036.2010.04234.x

Dahlhamer, J. M., Zammitti, E. P., Ward, B. W., Wheaton, A. G., & 
Croft, J. B. (2016). Prevalence of inflammatory bowel disease 
among adults aged ≥18 years—United States, 2015. MMWR 
Morbidity and Mortality Weekly Report, 65(42), 1166–1169. 
doi:10.15585/mmwr.mm6542a3

Dang, D., & Dearholt, S. L. (2018). Johns Hopkins nursing evidence-
based practice: Model and guidelines (3rd ed.). Indianapolis, IN: 
Sigma Theta Tau International.

Hayhurst, C. (2017). The doctor will see you ... sometime. https://
www.athenahealth.com/insight/doctor-will-see-you-sometime

Joint Commission. (2018). Specifications manual for Joint 
Commission national quality measures (v2018A). https://
manual.jointcommission.org/releases/TJC2018A/MIF0236 
.html

Kappelman, M. D., Rifas-Shiman, S. L., Porter, C. Q., Ollendorf, D. 
A., Sandler, R. S., Galanko, J. A., & Finkelstein, J. A. (2008). Di-
rect health care costs of Crohn’s disease and ulcerative colitis in 
US children and adults. Gastroenterology, 135(6), 1907–1913. 
doi:10.1053/j.gastro.2008.09.012

Keller, D. S., Windsor, A., Cohen, R., & Chand, M. (2019). Colo-
rectal cancer in inflammatory bowel disease: Review of the evi-
dence. Techniques in Coloproctology, 23(1), 3–13. doi:10.1007/
s10151-019-1926-2

Kinnucan, J., Binion, D., Cross, R., Evans, E., Harlen, K., Mata-
rese, L.,  … Rosenberg, J. (2019). Inflammatory bowel disease 
care referral pathway. Gastroenterology, 157(1), 242-254.e246. 
doi:10.1053/j.gastro.2019.03.064

Knowles, S. R., Gass, C., & Macrae, F. (2013). Illness perceptions in 
IBD influence psychological status, sexual health and satisfac-
tion, body image and relational functioning: A preliminary ex-
ploration using structural equation modeling. J Crohns Colitis, 
7(9), e344–e350. doi:10.1016/j.crohns.2013.01.018

Leddin, D., Armstrong, D., Borgaonkar, M., Bridges, R. J., Fallone, 
C. A., Telford, J. J.,  … Sinclair, P. (2013). The 2012 SAGE 

https://www.aamc.org/system/files/c/2/31-2019_update_-_the_complexities_of_physician_supply_and_demand_-_projections_from_2017-2032.pdf
https://manual.jointcommission.org/releases/TJC2018A/MIF0236.html


Follow-up Care in IBD

E58 Copyright © 2021 Society of Gastroenterology Nurses and Associates Gastroenterology Nursing

Copyright © 2021 Society of Gastroenterology Nurses and Associates. Unauthorized reproduction of this article is prohibited.

wait times program: Survey of access to gastroenterology in 
Canada. Canadian Journal of Gastroenterology, 27(2), 83–89. 
doi:10.1155/2013/143018

Lee, K. K., Yang, J., Hernandez, A. F., Steimle, A. E., & Go, A. S. 
(2016). Post-discharge follow-up characteristics associated with 
30-day readmission after heart failure hospitalization. Medical 
Care, 54(4), 365–372. doi:10.1097/MLR.0000000000000492

Lesnovska, K. P., Frisman, G. H., Hjortswang, H., Hjelm, K., & 
Borjeson, S. (2017). Health care as perceived by persons with in-
flammatory bowel disease—a focus group study. Journal of Clin-
ical Nursing, 26(21/22), 3677–3687. doi:10.1111/jocn.13740

Lichtenstein, G. R., Loftus, E. V., Isaacs, K. L., Regueiro, M. D., 
Gerson, L. B., & Sands, B. E. (2018). ACG clinical guideline: 
Management of Crohn’s disease in adults. American Journal of 
Gastroenterology, 113(4), 481–517. doi:10.1038/ajg.2018.27

Maaser, C., Sturm, A., Vavricka, S. R., Kucharzik, T., Fiorino, G., 
Annese, V.,  … Stoker, J. (2018). ECCO-ESGAR guideline for di-
agnostic assessment in IBD part 1: Initial diagnosis, monitoring 
of known IBD, detection of complications. Journal of Crohn’s 
and Colitis, 13(2), 144–164K. doi:10.1093/ecco-jcc/jjy113

Malhotra, A., Phatharacharukul, P., & Thongprayoon, C. (2018). 
Risk factors for 90-day readmission in veterans with inflam-
matory bowel disease—does post-discharge follow-up matter? 
Military Medical Research, 5(1), 5. doi:10.1186/s40779-018- 
0153-x

Mathias, H., Heisler, C., Morrison, J., Currie, B., Phalen-Kelly, K., 
& Jones, J. (2020). Examining the association between referral 
quality, wait time and patient outcomes for patients referred 
to an IBD specialty program. Journal of the Canadian Asso-
ciation of Gastroenterology, 3(4), 154–161. doi:10.1093/jcag/
gwz002

Mathias, H., van Zanten, S. V., Kits, O., Heisler, C., & Jones, J. 
(2018). Patiently waiting: A review of patient-centered ac-
cess to inflammatory bowel disease care in Canada. Journal of 
the Canadian Association of Gastroenterology, 1(1), 26–32. 
doi:10.1093/jcag/gwy001

Matteson-Kome, M. L., Lopez, K. T., Sliger, A. D., Mathews, M. 
J., & Bechtold, M. L. (2014). Improving care access for new 
patients in an outpatient gastroenterology clinic: A novel ap-
proach. Missouri Medicine, 111(6), 512-515.

Moher, D., Shamseer, L., Clarke, M., Ghersi, D., Liberati, A., Pet-
ticrew, M.,  … Stewart, L. A. (2015). Preferred reporting items 
for systematic review and meta-analysis protocols (PRISMA-P) 
2015 statement. Systematic Reviews, 4, 1. doi:10.1186/2046-
4053-4-1

Ng, S. C., Shi, H. Y., Hamidi, N., Underwood, F. E., Tang, W., Benchi-
mol, E. I.,  … Kaplan, G. G. (2018). Worldwide incidence and 
prevalence of inflammatory bowel disease in the 21st  century: 

A systematic review of population-based studies. Lancet, 
390(10114), 2769–2778. doi:10.1016/S0140-6736(17)32448-0

Nguyen, G. C., Bouchard, S., & Diong, C. (2019a). Access to spe-
cialists and emergency department visits in inflammatory bowel 
disease: A population-based study. Journal of Crohn’s and Coli-
tis, 13(3), 330–336. doi:10.1093/ecco-jcc/jjy161

Nguyen, G. C., Nugent, Z., Shaw, S., & Bernstein, C. N. (2011). 
Outcomes of patients with Crohn’s disease improved from 1988 
to 2008 and were associated with increased specialist care. Gas-
troenterology, 141(1), 90–97. doi:10.1053/j.gastro.2011.03.050

Nguyen, N. H., Koola, J., Dulai, P. S., Prokop, L. J., Sandborn, W. 
J., & Singh, S. (2019b). Rate of, risk factors for, and interven-
tions to reduce hospital readmission in patients with inflamma-
tory bowel diseases. Clinical Gastroenterology and Hepatology, 
18(9), 1939–1948.e7. doi:10.1016/j.cgh.2019.08.042

Paterson, W. G., Depew, W. T., Pare, P., Petrunia, D., Switzer, C., 
Veldhuyzen van Zanten, S. J., … Canadian Association of Gas-
troenterology Wait Time Consensus Group. (2006). Canadian 
consensus on medically acceptable wait times for digestive health 
care. Canadian Journal of Gastroenterology, 20(6), 411–423. 
doi:10.1155/2006/343686

Peyrin-Biroulet, L., Panes, J., Sandborn, W. J., Vermeire, S., Danese, 
S., Feagan, B. G.,  … Rycroft, B. (2016). Defining disease sever-
ity in inflammatory bowel diseases: Current and future direc-
tions. Clinical Gastroenterology and Hepatology, 14(3), 348–
354-e317. doi:10.1016/j.cgh.2015.06.001

Regueiro, M. D., McAnallen, S. E., Greer, J. B., Perkins, S. E., Ra-
malingam, S., & Szigethy, E. (2016). The inflammatory bowel 
disease specialty medical home: A new model of patient-
centered care. Inflammatory Bowel Diseases, 22(8), 1971–1980. 
doi:10.1097/mib.0000000000000819

Reinglas, J., Restellini, S., Gonczi, L., Kurti, Z., Verdon, C., Nene, S.,  
… Lakatos, P. L. (2019). Harmonization of quality of care in an 
IBD center impacts disease outcomes: Importance of structure, 
process indicators and rapid access clinic. Digestive and Liver 
Disease, 51(3), 340–345. doi:10.1016/j.dld.2018.11.013

Rejler, M., Tholstrup, J., Elg, M., Spangeus, A., & Gare, B. A. (2012). 
Framework for assessing quality of care for inflammatory bowel 
disease in Sweden. World Journal of Gastroenterology, 18(10), 
1085–1092. doi:10.3748/wjg.v18.i10.1085

Schoultz, M., & Macaden, L. (2016). Co-designing inflammatory 
bowel disease (IBD) services in Scotland: Findings from a nation-
wide survey. BMC Health Services Research, 16. doi:10.1186/
s12913-016-1490-7

Yancy, C. W., Jessup, M., Bozkurt, B., Butler, J., Casey, D. E., Drazner, 
M. H.,  … Wilkoff, B. L. (2013). 2013 ACCF/AHA guideline for 
the management of heart failure. Circulation, 128(16), e240–
e327. doi:10.1161/CIR.0b013e31829e8776

The test for this nursing continuing professional development activity can be 
taken online at www.NursingCenter.com/CE/gastro

For more than 72 additional continuing professional development articles 
related to Gastrointestinal topics, go to www.NursingCenter.com/ce


