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In a new ranking from 2017, Canada’s health-care system is 
third-last of developed countries [1]. The weaknesses centre on 
patient wait times in emergency rooms (ER) and time to see spe-
cialists. The ER often serves as backbone for health care emergen-
cies when alternatives are not available or attainable. However, a 
London, Ontario study found that up to 13% of people with mental 
health and addictions needs presented to the ER for stressors such 
as housing, finances, and legal issues suggesting that many individ-
uals may not require emergency medical services from the ER [2]. 

Other factors driving ER visits include the availability of pa-
tients’ family practitioners and access to specialists [3]. Waiting 
time for referral by a general practitioner to consultation with a 
specialist had increased from 9.4 weeks in 2016 to 10.2 weeks 
2017 [4] despite $4.2 billion spent by the Federal government on 

The Canadian Association of Gastroenterology (CAG) has been 
concerned about patients’ suboptimal access to digestive health 
care for many years. Patients are dissatisfied with their wait time 
reporting an impaired quality of life and decreased work produc-
tivity due to their digestive illness [6]. A systematic evaluation of 
Canadian wait times for patients with digestive disease showed 
median total wait time for all referrals of three months. The medi-
an total wait time for patients who have no alarm features is longer 
than four months, with one-quarter of patients waiting nearly nine 
months [7]. Furthermore, wait times in 2012 for gastroenterology 
services continued to exceed recommended targets, remained un-
changed since 2008 and exceeded wait times reported in 2005 [8]. 

the Wait Times Reduction Fund [5]. Urgent care centers were es-
tablished for treatment of urgent, but non-life threatening illness-
es or injuries and also reduce the burden on ER while providing 
timely care to patients. 
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Introduction

The Canadian Association of Gastroenterology reports that wait times to see a gastroenterologist are too long, even for urgent 
problems. A weekly urgent GI clinic (UC) started in March 2014 to improve timely access for patients. The clinic only accepted refer-
rals from the emergency room (ER) and urgent care clinic. 
Methods: Retrospective review of patients booked in UC at St Josephs’ Healthcare Hamilton between March and October 2014. De-
mographics, reasons for referrals, duration of symptoms, previous gastroenterology visits, and utilization of endoscopy and clinic 
resources were collected. Patients who missed their appointment were also reviewed. 
Results: Between March and October 2014, 119 patients were seen in the urgent GI clinic and 118 were reviewed. The average age 
of the patient was 52.9 years. The mean duration of symptoms was 23.4 weeks, but 59% of patients had more acute symptoms for 
1 week or less when presenting to ER or urgent care. Common reasons for referrals included lower GI bleeding (31%), abdominal 
pain (25%), upper GI bleeding (13%), anemia (5%), and dysphagia (3%). A high proportion (71%) were booked for endoscopic 
tests, and 52% were booked for a follow-up appointment. Thirty-seven patients were absent for their appointment and 22/37 (59%) 
were contacted with 10 electing not to re-book, 6 were re-booked, 3 were seen as inpatients, and 3 were seen by another outpatient 
gastroenterologist. 
Conclusion: The urgent clinic provides a useful mechanism to book subacute GI illnesses in a timely fashion. Further optimization 
is needed to reduce incidence of missed appointments.



An urgent Gastroenterology clinic started at St Joseph’s Health-
care Hamilton to improve timely access (within 3 weeks) for pa-
tients seen in the emergency room (ER) and urgent care clinic 
with a capacity of 6 patients per week. The utility of the clinic, ap-
propriateness of referrals and utilization of endoscopy resources 
were reviewed. Also reviewed were patient factors for missed ap-
pointments to appreciate how gaps could be filled and efficiency 
improved. 

Further straining the healthcare system are patient misutiliza-
tion of resources including failure to attend (FTA) and cancellations 
of scheduled clinic visits. FTA regular clinic visits was reported in 
the literature to be 5 - 39% [9-12]. Surprisingly, similar behaviours 
have been reported in urgent clinic referrals and follow ups. An es-
timated 240 million USD worth of appointment time with GPs is lost 
each year in the United Kingdom [13]. Absenteeism was related to 
different factors including transportation to clinics, parking fees, 
forgetting appointments and/or resolution of patients concerning 
symptoms [14,15]. 

A six-month retrospective review of all cases booked in the ur-
gent GI clinic was conducted as part of a quality assessment review 
for the clinic. The referral letters were reviewed for appropriate-
ness based on indication. The patient charts were reviewed to de-
termine demographic factors, duration of symptoms, whether they 
had previously seen a gastroenterologist, utilization of endoscopy 
resources and requirement for ongoing follow up. Patients who 
missed their appointment also had their referral letters reviewed 
and demographic factors collected. The clinic attempted to call pa-
tients who missed to document reason for absence, and offer an-
other appointment and this data was also reviewed. 

Between March and October 2014, 119 patients were seen in 
the urgent GI clinic and 118 were reviewed. The average age of 
the patients attending was 52.9 years, and 57% were females. The 
mean duration of symptoms was 23.4 weeks, but 59% of patients 
had more acute symptoms for 1 week or less when presenting to 
ER or urgent care (See table 1). The reasons for referrals included 
lower GI bleeding (31%), abdominal pain (25%), upper GI bleeding 
(14%), inflammatory bowel disease (6%), diarrhea (6%), anemia 
(5%), and dysphagia (3%) (See table 2).

Methods

The urgent gastroenterology clinic at St Joseph’s Healthcare 
Hamilton was started in February 2014 and designed to accommo-
date referrals from St Joseph’s emergency and urgent care centres 
that required more timely assessment. Referral guidelines were 
recommended and included patients not known to a gastroenter-
ologist presenting with subacute gastrointestinal bleeding, dyspha-
gia, or suspected new diagnosis of inflammatory bowel disease. 
Referrals were requested by telephone to the gastroenterologist 
on-call and approved. The clinic was attended by a senior gastroen-
terology resident and staff person, and up to 6 consultations were 
booked per week in a single half-day clinic. 

Result

Of the 118 patients seen and reviewed, 42% had previously 
been seen a gastroenterologist. Moreover, 46% had recently vis-
ited the ER or urgent care. A high proportion (71%) was booked 
for endoscopic tests after the consultation, and 52% were booked 
for a follow-up appointment.

During the same period of March and October 2014, 37 patients 
(25%) were absent for their appointment to the urgent GI clinic. 
The average age of those patients was 51 years, and 43% were 
females (See table 1). The reasons for referrals included lower GI 
bleeding (24%), upper GI bleeding (22%), abdominal pain (16%), 
dysphagia (8%), diarrhea (8%) anemia (5%) and inflammatory 
bowel disease (5%) (See table 2). The mean duration of symptoms 
was 28.2 weeks, but 56% of patients had more acute symptoms 
for 1 week or less when presenting to ER or urgent care.

Several attempts were made to contact patients for rebook-
ing their appointment, and 22/37 (59%) were reached. Of the 22 
patients, 10 elected to cancel without rebooking, 3 were seen as 
inpatients, and 3 were seen by another outpatient gastroenterolo-
gist. Only 6/22 (27%) were rebooked to another urgent clinic ap-
pointment. 

Discussion

Timely access to a specialist for patients with sub-acute gas-
troenterology illness was facilitated by opening an urgent clinic 
space. A six month review of the cases referred to the clinic pro-
vides an insight into some of the difficulties facing the Canadian 
health care system like accessibility, resource consumption, and 
misutilization. 

Attended n = 118 Absent n = 37
Age (mean years) 52.9 51.0
Female (%) 57 43
Duration of Symptoms 
 (mean weeks)

23.4 28.2

Symptoms for 1week or 
less (%)

59 56

Table 1: Baseline characteristics.

Attended n = 118 
(%)

Absent n = 37 
(%)

Lower GI bleeding 31 24
Upper GI bleeding 14 22
Abdominal pain 25 16
Dysphagia 3 8
Anemia 5 5
Inflammatory bowel 
disease

6 5

Diarrhea 6 8
Other 9 11

Table 1: Reasons for referrals.
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Conclusions

In conclusion, urgent Gastroenterology clinics provide a use-
ful method to see subacute digestive health illnesses in a timely 
fashion. However, further work must be done to improve the effi-
ciency of the clinic including referral criteria that include duration 
of symptoms, a strategy to deal with missed appointment and a 
way to direct patients to the care of their own gastroenterologist 
if they have one. Challenges include high endoscopy utilization of 
the urgent patients, and the need for clinic follow-ups. Our urgent 
GI clinic now screens all referrals for appropriateness, and does 
not see patients seen within the past year by another gastroen-
terologist. Follow-up data will hopefully demonstrate reduction in 
absence rate with this new strategy.

Although guidelines were developed for appropriate reasons for 
referrals, many referrals were sent outside the guidelines like ab-
dominal pain (31%) and diarrhea (6%). The reasons for why the 
guidelines were not followed were not explored but may highlight a 
desire of the physician or patients to get specialist access soon [16].

Also, many referrals were sent to address chronic symptoms 
with the average symptom duration being 25 weeks. The average 
was skewed by a few outliers with chronic symptoms, but when re-
viewed further, more than half the patients seen in the clinic had 
symptoms for only 1 week or less. Newer symptoms by themselves 
may not necessitate an urgent clinic, and following guidelines about 
which symptoms should prompt an urgent referral should be fur-
ther emphasized. 

Of the 6 spots per week opened for urgent referrals, the utiliza-
tion was only 4.5 spots per week on average. Most of this gap was 
due to missed appointments. Although FTA and cancellations of 
outpatient appointments appears to be a minor issue day to day, 
it will affect the efficiency of the Canadian healthcare system in the 
long term as many of these patients will be rebooked. 

Studying the reasons behind missed appointments may allow for 
interventions to reduce this problem. In our experience, almost half 
(10/22) patients cancelled without rebooking but the exact reason 
was not known. Factors from the literature that could increase ab-
sence rates included difficulty in getting to the clinic, parking fees, 
forgetting appointments and/or resolution of patients concerning 
symptoms [14,15]. We found an association between longer dura-
tion of symptoms and worse attendance rate. We suspect one of 
the other challenges with acute presentation of symptoms is that 
they may be transient and resolve after the emergency visit. Finding 
ways to allow patients to cancel appointments for transient symp-
toms and open up the space for other patients would also be useful 
[17,18].

Many interventions were developed to improve attendance rates 
including telephone and mail reminders [19]. Identifying patients 
with previous No-Shows as “high-risk” for absenteeism and over-
booking the clinic when they are visiting is a frequently used tem-
porary strategy [18]. 

On the other hand, outpatient management may not have been 
suitable in some cases and better selection criteria of the referral 
should be attempted. Three patients in our study were admitted to 
hospital despite being referred through the urgent clinic referral 
stream. Deferring “emergent” patients to the urgent clinic as op-
posed to being seen directly in the emergency room must always be 
taken with caution. 

Another surprising factor was the high number (42%) of pa-
tients seen in the urgent clinic that already were seen by a gastro-
enterologist. We did not explore if the previous visit was for a dif-
ferent reason. Regardless, appropriate follow-up could be directed 
to the patients’ previous gastroenterologist who knows the patient 
already to avoid a “second opinion” use of the clinic. 

The urgent clinic’s endoscopy utilization rate was especially 
high (71%) but this is not surprising given the most common rea-
son for referral was lower GI bleeding. If an urgent clinic will lead 
to substantial endoscopy resource requirement, then this must be 
considered in the development of such clinics in the future. More-
over, we did not explore the urgency of the endoscopy and this 
may also be a factor for future research and planning. 
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