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Waiting for a consultation:  
Sorry, but the doctor cannot see you
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Canadians are proud of their health care system. A key quality 
measure is access, reputed to be universal, yet a major obstacle 

to obtaining care (1). This problem includes wait times in finding 
and obtaining an appointment with a family physician and being 
referred for more highly specialized investigations when needed (2). 
Nevertheless, 20% of Canadians experience adverse effects while 
awaiting general health care or a specialist’s assessment, profoundly 
impacting their quality of life and carrying a fiscal cost in the work-
place. Gastroenterology ranks with the top clinical areas in which 
family physicians and patients experience frustration while await-
ing a consultation (3). In response, the Canadian Association of 
Gastroenterology has joined the Wait Time Alliance under the aus-
pices of the Canadian Medical Association and developed consensus 
guidelines for medically acceptable wait times, stratified according 
to acuity into four categories: 24 h, two weeks, two months and six 
months (4). Their most recent survey, however, suggests that wait 
times are actually worsening – now 30 days longer, generally, than in 
2005 (5). For example, the targeted wait time for a patient with a 
high likelihood of experiencing severe inflammatory bowel disease 
is 14 days. The overall wait time is actually 126 days: 72 days before a 
consultation, followed by 44 days for a diagnostic endoscopy. In Calgary 
(Alberta), our central gastrointestinal triage servicing 23 gastroenterolo-
gists currently has wait times of two weeks, two months, 10 months and 
16 months, for emergent, urgent, semi-urgent and nonurgent referrals, 
respectively (personal communication, Dr Kerri Novak, Division of 
Gastroenterology, University of Calgary). In Ontario, the median 
wait time to see a gastroenterologist approaches 100 days (6). From 
another perspective, primary care physicians vary in their threshold for 
initiating such referrals while many referrals do not provide sufficient 
information to make a valid medical decision about need or acuity. In 
fact, breakdowns and inefficiencies occur for all components of the 
specialty referral process across North America (7). The public has a 
growing awareness and expectation that consultations with specialists 
should be timely, but frequently are not.

What happens after a referral is declined or the fax machine is 
turned off? In the current issue of the Canadian Journal of Gastroenterology, 
de Boer et al (8) (pages 785-790) tracked the outcome of patients who 
were referred to their university division’s central triage in Edmonton 
(Alberta) but were not accepted because their limited resources (inad-
equate number of gastroenterologists and endoscopy slots) precluded a 
timely evaluation. They assessed four referral diagnoses: abdominal pain, 
rectal bleeding, positive fecal occult blood tests and iron deficiency 
(unspecified was if all were anemic). In the 12 months following the 
original referral being declined, one-half (47.8% [110 of 230 patients]) 
were seen by a gastroenterologist or surgeon, as captured through the 
Edmonton region data base from electronic medical records, and diag-
nostic imaging and pathology reports. In 9.1% (21 of 230), a clinically 
relevant diagnosis was forthcoming. Five of these 12 had immediate 
clinical implications: Crohn disease, ulcerative colitis, celiac disease, 
colon cancer and small bowel obstruction from an incisional hernia. 
Overall, the rejected patients experienced a 15% increase in gastrointes-
tinal x-rays alone. 

The authors are to be commended for initiating this important 
study of patient referrals that were declined. Limitations included the 
quality or completeness of the original referral (eg, not clearly identify-
ing the acuity in those with significant disease, the celiac case without 
serology being performed), limited endoscopy documentation and no 
subsequent information for out-of-region patients. What is the ‘nat-
ural’ history of the other one-half (120 of 230) who were not captured 
by the imaging or pathology data base? One is left wondering what 
would have transpired had there not been an alternative group of 
consultants who were not part of their academic division yet were 
available in their region.  

Interventions to improve the referral process should begin with 
involving consultants in educational activities, communicating with 
family physicians and disseminating clear guidelines with structured 
referral sheets (9). Preconsultation criteria for appropriate and 
adequate management should be available to referring physicians. 
Where feasible, there should be a central triage with reasonable guide-
lines that are transparent to all stakeholders. The decision making for 
access should not reside with administrative assistants reviewing faxes 
in consultants’ offices. Ideally, the workforce should expand, increas-
ing the number of gastroenterologists and available endoscopy slots. 
The latter might arise through screening endoscopies being performed 
outside the setting of high acuity, thus, lowering cost and yielding 
higher efficiencies. Alternatives to specialist referrals might come from 
family physicians with additional training and nurse clinicians under 
the supervision of gastroenterologists. A shifted outpatient model 
would envision specialists attending regularly scheduled clinics in 
the primary care setting, providing not only consultations but also an 
educationl opportunity (10). Finally, teleconferencing and outreach 
clinics are particularly attractive for rural settings.  

What about patients who fall off the consultative pathway, either 
not accepted or waiting years? For nonurgent referrals, one strategy 
uses follow-up letters to better identify those still requiring a consulta-
tion and directing them to specialty clinics (11). An overarching chal-
lenge in triaging remains the ethics of rejecting consultations and the 
attendant medical-legal implications. Conversely, accepting consulta-
tions into an excessively long wait list carries its own set of account-
abilities. Ignoring or disregarding referrals, however, merely shifts the 
burden of responsibility back onto primary care physicians.

Now for a reality check. Canada appears to have a relatively low 
number of gastroenterologists compared with other countries: 1.83 per 
100,000 population in Canada versus 3.9 per 100,000 population 
in the United States (12). Burdened by rising health care costs, 
yet under constraints engendered by the current ‘great recession’, 
government agencies are unlikely to increase resources anytime 
soon. Access for performing endoscopy may not rise, limiting growth 
to mint additional gastroenterologists. More gastroenterologists 
performing more endoscopies, therefore, appears to be an unlikely 
solution. A further challenge to endoscopy access is the escalating 
number of procedures, many of which are not supported by contem-
porary guidelines (13). In addition, procedures such as screening 
colonoscopies, when once established, have an inherent growth 
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rate: 15% to 25% of such screens will detect adenomas. Colonoscopy 
surveillance, therefore, might increase 10% each year, doubling over 
the next decade (14).

The current state of the specialty-referral process is often flawed 
but contains substantial opportunities for innovation to facilitate 
access to gastroenterologists, reduce wait times and, ultimately, lower 

patient mortality and morbidity while minimizing personal and fiscal 
stress. A better working approach with family physicians and admin-
istrative leaders is essential. Given our limited resources, gastroenter-
ologists must prioritize and ensure that every procedure performed is 
appropriate. Let us seize this opportunity to increase capacity, reduce 
unnecessary demand and so improve access. Wait no longer.
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