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U tilization of specialty care in the United States 
continues to rise. Over the past decade, ambula- 
tory referrals for specialty care increased more 

than 150%, such that 1 out of every 5 visits to a primary 
care provider (PCP) now results in a referral to a special-
ist.1 Simultaneously, inadequate access to specialty care re-
mains among the most pressing healthcare issues for safety 
net patients across the United States.2 A 2002 study of 5 
medium-sized US cities found that without exception, spe-
cialty access in the safety net was strained, with wait times 
for nonurgent appointments as long as 6 to 12 months.3 
Contributing to this issue is the high percentage of specialty 
care visits that are for routine follow-up care.4 The immi-
nent expansion of Medicaid demands a redesign of the pri-
mary care/specialty care interface to ensure timely access 
to high-quality specialty care.

The Patient-Centered Medical Home-Neighborhood 
(PCMH-N) framework of healthcare delivery proposed by 
the American College of Physicians aims to reduce care frag-
mentation and other inefficiencies prevalent in patient care 
in the United States.5 Through mutually agreed upon expec-
tations and clearer communication, the PCMH-N proposes 
new roles for both PCPs and specialty care providers. This 
could include reallocation of routine follow-up care from 
specialists to PCPs for appropriate patients, enabling spe-
cialists to spend more time providing the type of care for 
which they are trained: managing rare or complex condi-
tions, directing complex diagnostic evaluations, and/or per-
forming therapeutic interventions requiring their expertise. 
Reallocation of routine “follow-up” specialty care within the 
PCMH-N stands to increase availability of, and access to, 
specialty care. However, the development, implementation, 
and impact of such efforts have not been examined.

In the San Francisco safety net, the supply-demand mis-
match for gastroenterology (GI) care has been particularly 
vexing. In 2005, the wait time for a routine ambulatory GI 
clinic appointment was 11 months. This was decreased sub-
stantially after the implementation of eReferral, an electronic 
patient referral system.6 However, in 2012 the wait time re-
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ABSTRACT
Objectives 
Access to specialty care among safety net patients in the United  
States is inadequate. Discharging appropriate patients to routine  
primary care follow-up may improve specialty care access. We  
sought to identify, by consensus, patients who could safely be  
discharged from a gastroenterology (GI) clinic, and to evaluate  
the impact of the discharges on GI clinic work flow. 

Study Design
Pre- and post intervention. 

Methods
We developed and implemented a modified Delphi process. 
Gastroenterologists and primary care providers (PCPs) rated their 
comfort (using 5-point Likert scales) with discharging patients 
immediately post endoscopy for 24 clinical scenarios, assuming 
formal recommendations were communicated to the PCP. We 
examined the impact of implementing these criteria on clinic wait 
times and on the ratio of new to follow-up visits.   

Results
All gastroenterologists (100%; 7 of 7) and 71.0% of PCPs (130  
of 183) participated. Consensus was achieved for 13 of the 24  
clinical scenarios for which discharge criteria were developed.  
Post intervention, 403 patients were discharged from the GI  
clinic, compared with 0 patients in the same 4 calendar months  
pre-intervention. The ratio of new to follow-up appointments in- 
creased from 0.9:1 to 1:1 (P = .05). Median wait time for the third  
next available appointment at GI clinics decreased from 158 days  
to 74 days (P = .0001). 

Conclusions
Discharging patients from specialty care back to primary care 
with consensus standards is one method to improve access to 
specialty care. Understanding the concerns of all stakeholders is 
necessary to refine and disseminate this process to other special-
ties and healthcare systems to ensure timely access to specialty 
services for all patients.  
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mained stagnant at 6 months, still far lon-
ger than desirable. To address this pressing 
issue, we sought to use the PCMH-N frame-
work of shared responsibility and care co-
ordination to develop consensus criteria 
for patients who could be safety discharged 
from GI clinic and receive their follow-up 
care in their medical home. Specifically, 
our goals were to: 1) use formal consen-
sus methodology to identify a subgroup 
of patients who could safely be discharged 
from the San Francisco General Hospital 
(SFGH) GI clinic to primary care (assuming high-quality 
communication and provision of anticipatory guidance) 
and 2) develop, implement, and study the impact of for-
mal discharge criteria on GI clinic work flow, with a focus 
on wait times for new GI clinic appointments. If success-
ful, this method of developing consensus statements and 
concordant policy changes could be disseminated to other 
specialties and strengthen the PCMH-N model of health-
care delivery.

METHODS
Setting

SFGH is the main source of specialty care for the San 
Francisco safety net, the public healthcare delivery sys-
tem that serves San Francisco’s uninsured and underin-
sured residents. This network serves approximately 20% 
of San Francisco’s population and includes PCPs who 
work in hospital-based primary care clinics, community 
clinics managed by the San Francisco Department of Pub-
lic Health, and independently funded community health 
centers. The GI clinic at SFGH is the primary source of 
gastrointestinal specialty care within the system, receiving 
nearly 5000 patient referrals per year. 

Delphi Consensus Process
Using International Classification of Diseases, Ninth Revi-

sion, Clinical Modification codes from GI clinic, we identified 
the top reasons for ambulatory GI visits at SFGH, focus-
ing on high-volume clinical entities. We found that a large 
number of patients were scheduled for clinic appointments 
to review biopsy results after undergoing esophagogastro-
duodenoscopy (EGD) and/or colonoscopy for routine, 
noncomplex indications not requiring long-term GI follow-
up. Such clinical conditions included patients undergoing 
EGD for dyspepsia or melena, colonoscopy for colorectal 
cancer screening/surveillance or hematochezia, and EGD 
plus colonoscopy for iron deficiency anemia. 

An advisory panel consisting of PCPs and specialists 
developed a modified Delphi process7 involving all SFGH 
gastroenterologists and a random sampling of half of the 
PCPs who practice in the San Francisco safety net. The 
consensus process consisted of 2 rounds of online surveys 
over a period of 6 months. The goal of each survey was to 
ascertain provider comfort levels discharging post endos-
copy patients who fit certain clinical scenarios from the GI 
clinic immediately after their procedure rather than hav-
ing them follow up in the GI clinic, which was the previous 
standard. Such patients would receive their endoscopy re-
sults by mail as well as in their primary care medical home 
rather than in the GI clinic. Key informant specialists and 
PCPs helped refine the surveys, which were created and 
distributed using REDCap, an academic software solution 
that supports clinical and translational research.8 

During the first round of surveys, gastroenterologists 
were asked to rate their comfort discharging patients in 5 
different post endoscopy clinical scenarios, with 4 to 8 dif-
ferent possible pathology results, for a total of 24 unique 
clinical situations, assuming formal recommendations 
were communicated by the specialist to the PCP via the 
electronic medical record (EMR). A 5-point Likert scale 
was used to grade comfort levels. Possible responses were 
“not comfortable,” “mildly uncomfortable,” “ambiva-
lent,” “somewhat comfortable,” and “very comfortable.” 
PCPs were asked to rate their comfort receiving patients 
with identical clinical scenarios directly after endoscopy, 
assuming formal recommendations were communicated 
to them by a gastroenterologist via the EMR. Responses 
were analyzed with simple descriptive statistics. 

In round 2, the same surveys were distributed to the 
Delphi participants, this time including aggregated re-
sponse data from the first round. For each survey ques-
tion, the most common response and distribution of PCP 
and specialist responses from round 1 were provided. Par-
ticipants were again asked to rate their comfort discharg-
ing or receiving patients under specific clinical scenarios, 

 
Take-Away Points
Discharging patients from specialty care back to primary care via consensus stan-
dards is one method to improve access to specialty care.
Q� A modified Delphi process involving primary care providers (PCPs) and gastro-
enterologists was used to identify safe patient discharges to primary care, resulting 
in a health system policy change.
Q� Providers were engaged with the process; 100% of gastroenterologists and 
71.5% of PCPs participated 
Q� Out of 540 patients, 403 were discharged from our outpatient GI clinic within 4 
months of the start of the intervention.
Q� We enhanced access to our outpatient GI clinic; median clinic wait times de-
creased from 158 days pre-intervention to 74 days post intervention. 
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co Committee on Human Research, and therefore did not 
require formal review by an Institutional Review Board.

RESULTS
Participants

A total of 140 providers participated in the modified 
Delphi process, including all 7 SFGH gastroenterologists 
and 130 of 183 (71.0%) PCPs. Gastroenterologists had a 
100% (n = 7) response rate during both rounds of the Del-
phi process. The gastroenterologists were evenly split in 
patient care experience; 3 had 6 to 10 years’ experience 
since graduation from medical school, while 4 had 21 or 
more years’ (Table 1). Among PCPs, the response rate was 
71.0% (n = 130) during round 1 and 59.0% (n = 108) during 
round 2. Of the PCPs who participated, there was an even 
distribution of patient care experience, ranging from 0 to 
21-plus years since graduation from medical or profes-
sional school. Approximately 58.4% of participating PCPs 
were attending physicians, 16.2% were physician trainees, 
and 25.4% were nurse practitioners or physician assistants 
(Table 1). Demographic characteristics were similar among 
PCPs who did not participate in the Delphi process, of 
whom 44% were attending physicians (data not shown).  

Delphi Process Results
Consensus among PCPs and gastroenterologists re-

garding scenarios in which patients could or could not 
be safely discharged was achieved for 4 of 24 clinical 
scenarios after round 1. In round 2, PCP and gastroen-
terologist responses became more similar, with 13 of 24 
clinical scenarios achieving consensus (Table 2). The larg-
est shifts in agreement between the 2 rounds were noted 
among clinical scenarios for which gastroenterologists felt 
very strongly in round 1 that a patient should not be dis-
charged, prompting PCPs to shift their responses in round 
2 (Figures 1D and 2B and scenarios 3D, 4H, and 5D em-
bedded in Figures S3-S5, eAppendix at www.ajmc.com).

Discharge Criteria
Discharge criteria were formulated for clinical scenarios 

for which consensus was achieved with the Delphi pro-
cess. These included patients referred for colonoscopy for 
either colorectal cancer screening/surveillance or hema-
tochezia who had adequate bowel preparation and benign 
pathology, as well as patients who completed an EGD for 
dyspepsia with normal pathology, no alarm symptoms, and 
no anemia (Table S4 in eAppendix at www.ajmc.com). To 
ensure that criteria and accompanying recommend-ations 
were clear for PCPs, the discharge criteria included the 

taking into account the aggregated group data from the 
previous round.

Consensus was defined by >95% of participants agree-
ing on whether a patient should be discharged from the 
GI service, with <2% of participants responding with the 
opposite extreme option (“not comfortable” or “very com-
fortable”) and <5% of participants responding with the 
less extreme opposing option (“mildly uncomfortable” or 
“mildly comfortable”). Results were provided to the advi-
sory panel, which subsequently formulated discharge cri-
teria for the clinical entities for which consensus had been 
achieved. To ensure appropriateness and acceptability, dis-
charge criteria were reviewed and edited by key-informant 
specialists as well as primary care clinic medical directors. 

Outcome Measures—Impact of Discharge Criteria
New discharge criteria representing a change in policy 

were officially implemented in January 2013. A pre-post study 
design was used to examine the impact of the discharge cri-
teria on the SFGH GI clinic work flow, using the Reach, Ef-
fectiveness, Adoption, Implementation, and Maintenance 
(RE-AIM) framework of evaluation.9 Outcomes measures 
included administrative data that are routinely collected in 
clinic. Post implementation data were collected from Janu-
ary 1, 2013, through April 30, 2013, and were compared 
with previously collected data (pre-implementation) from 
January 1, 2012, through April 30, 2012. Impact of the in-
tervention on access to GI care (effectiveness) was the pri-
mary outcome, defined by days to third next available new 
patient appointment, the third most commonly used metric 
to evaluate acess to care to ambulatory services. A second-
ary effectiveness outcome was the ratio of new to follow-up 
ambulatory visits. Reach was determined by the absolute 
number and percentage of patients discharged from the GI 
service, among those who had an endoscopy with biopsy 
performed. Adoption or fidelity of the intervention was de-
fined by the percentage of patients actually discharged who 
met official criteria. Fidelity data were abstracted from medi-
cal charts for 1 week of each month during the study period. 

Analysis
Chi-square and t tests were used to examine the statis-

tical significance of differences, pre- versus post interven-
tion, in number of patients discharged from the GI clinic, 
the ratio of new to follow-up ambulatory visits, and clinic 
wait times. P values <.05 were considered significant.

Ethical Considerations
This study met criteria for a Quality Improvement Proj-

ect,  as defined by the University of California-San Francis-
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requirement that GI faculty review all pathology results; 
document a report in the EMR with results, recommend-
ations, and anticipatory guidance for the PCP; and send a 
letter with biopsy results and recommendations to patients. 

Impact of Discharge Criteria
Between January and April 2013, 74.6% (403 of 540) of 

patients who had an endoscopy requiring a biopsy were 
discharged from the GI clinic, compared with 0 patients in 
the same 4 calendar months (January to April 2012) prior to 
the intervention (P <.001). Fidelity of the intervention was 
high, with 100% of eligible post colonoscopy patients and 
86.7% of eligible post EGD patients discharged from the GI 
clinic, based on chart review of 4 weeks of endoscopies dur-
ing the study period (1 randomly selected week per month). 
Implementation of discharge criteria led to an increase in 
the ratio of new to follow-up appointments in the GI clinic, 
from 0.9:1 pre-intervention to 1:1 post intervention (P = 
.05). Wait time for the third next available appointment de-
creased substantially, from a median of 158 days to 74 days 
(P =.0001) (Table 3).

DISCUSSION
With this study, we demonstrate that the PCMH-N 

framework of shared responsibility and care coordination 
can be used to develop consensus guidelines about patients 
who can be safely discharged from a GI clinic with antici-
patory guidance to PCPs. In our system, such patients in-
cluded individuals who needed to receive their endoscopic 
biopsy results. We thus focused our efforts on achieving 

consensus about which subgroup of patients could receive 
their biopsy results outside of a GI appointment in an ef-
ficient and safe manner, without danger of missing a ma-
lignant diagnosis, as well as one that was patient-centered 
and acceptable to all providers. In so doing, we achieved 
our primary goal of increasing access to GI care by substan-
tially decreasing wait times for new patient appointments, 
and increasing the ratio of new to follow-up visits in the GI 
clinic. Additionally, we highlight the power of the Delphi 
process to achieve consensus and use it in an innovative 
way to enact change at the healthcare delivery system level.

Limited access to specialty care was the main driver of 
our consensus building process. Many solutions exist to 
help alleviate poor specialty access10; these include hiring 
additional specialists (including nurse practitioners or phy-
sician assistants) to increase the supply of specialty provid-
ers; strengthening PCP capacity to care for individuals with 
specialty conditions via continuous medical education11; 
and using asynchronous telehealth technologies to reduce 
the demand for in-person specialty visits.6,12 Identifying 
patients who no longer need face-to-face specialty care, in 
particular, is one important contributing factor that has not 
often been discussed in the United States, but it has been 
significantly employed to increase access to specialty care in 
the United Kingdom.13-15 

Barriers to successful discharge of patients from special-
ty care to primary care include poor interprovider commu-
nication and limited provider-patient communication and 
trust.16,17 Characteristics of our delivery system that help 
address these barriers include a closed network of patients 
and shared access to the hospital EMR, which facilitates 

Q Table 1. Participant Characteristics
  Primary Care Provider Gastroenterologist
n 130 7
Gender, n (%)
  Male                                39 (30.0) 6 (85.7)
  Female 90 (69.8) 1 (14.3)
Years since medical school graduation, n (%)
  0-5 44 (34.1) 0 (0)
  6-10 18 (13.95) 3 (42.9)
  11-15 26 (20.2) 0 (0)
  16-20 19 (14.7) 0 (0)
  21+ 22 (17.1) 4 (57.1)
Role
  Physician 76 (58.4) 7 (100)
  Nurse practitioner or physician assistant 33 (25.4) —
  Trainee/resident 21 (16.2) —
Number of clinic half days per week

   ≤4 85 (65.9) 5 (71.5)
   >5 44 (34.1) 2 (28.5)
Numbers may not always sum to 130 because of missing data.
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communication among providers and reduces concerns 
for patients being “lost to follow-up.” Poor communica-
tion among specialists and PCPs after specialty care vis-
its has always been a major concern for providers.18,19 
Overcoming these concerns, with specialist provision of 
anticipatory guidance in the discharge consultation note, 
was key to achieving consensus in our study. Prior stud-
ies also suggest the importance of specialist availability 
for ongoing co-management after a patient is discharged 
from specialty care.17 Our system’s use of eReferral, an elec-
tronic referral management system that facilitates virtual 

co-management among providers,20 may have further sup-
ported PCP and specialist consensus on discharge criteria. 
Also, in our system, specialists are salaried. This reduces 
the financial incentive for specialists to continually follow 
patients whose care could safely be returned to their medi-
cal home. The expansion of global payment systems under 
healthcare reform may further reduce financial barriers to 
specialists returning patients to primary care.21

Dissemination of the PCMH-N model of healthcare 
delivery across the United States is creating a more dy-
namic primary care/specialty care interface. Specialists 

Q Table 2. Post Endoscopy Clinical Scenarios Included in the Modified Delphi Process
Patient undergoes a colonoscopy for positive FOBT/FIT, personal history of polyps, or family history of polyps/colon cancer. 
The bowel preparation was good to excellent. Any polyps identified were completely removed.

a Normal endoscopy, normal pathology
  Pathology with hyperplastic polyps or few <1 cm tubular adenomas
  Pathology with advanced neoplasia
b Malignant colonic neoplasm

Patient undergoes colonoscopy for hematochezia. No clinical suspicion for upper GI bleeding source prior to endoscopy. 
Bowel preparation was good to excellent. All polyps identified are completely removed.

a No cause for hematochezia identified; patient is not anemic and has no alarm symptoms; biopsies are normal.
b No cause for hematochezia identified; patient is anemic and/or has alarm symptoms; or biopsies are abnormal.
  Nonmalignant cause of hematochezia identified that does not require endoscopic evaluation in the next 12 months.
b Malignant cause of hematochezia identified.

Patient undergoes an EGD and colonoscopy for iron deficiency anemia. The bowel preparation was good to excellent.  
Any colonic polyps identified are completely removed.

  No cause for anemia identified; patient does not have any alarm symptoms.
b No cause for anemia identified; patient has alarm symptoms.
  Nonmalignant cause of anemia identified that does not require repeat endoscopic evaluation in the next 12 months.
b Malignant cause of anemia identified.

Patient undergoes an EGD for dyspepsia. 
b Normal EGD. Biopsies are normal and cause of dyspepsia is not identified.
a EGD demonstrates gastritis without discrete ulcers. Chronic active gastritis, H pylori positive, and identified as likely cause of 

dyspepsia. Biopsies negative for dysplasia.
a EGD demonstrates gastritis without discrete ulcers. Chronic active gastritis negative for H pylori, identified as likely cause of 

dyspepsia. Biopsies negative for dysplasia.
  EGD with gastric ulcers. Biopsies demonstrate chronic active gastritis, H pylori positive, identified as likely cause for dyspepsia. 

Biopsies negative for dysplasia.
  EGD with gastric ulcers. Biopsies are negative for H pylori or dysplasia.
b EGD with duodenal ulcers. Biopsies demonstrate H pylori present, identified as likely cause of dyspepsia. Biopsies negative for 

dysplasia.
b EGD with duodenal ulcers. Biopsies negative for H pylori but identified as likely cause for dyspepsia. Biopsies negative for 

dysplasia.
  Malignant cause of dyspepsia identified.
Patient undergoes an EGD for reported history of melena. 

  Cause for melena not identified. Biopsies are normal. Patient is not anemic, doesn’t have alarm symptoms, and has no recurrent 
melena.

a Cause for melena is not identified. Biopsies are normal. Patient is anemic and/or has recurrent melena or other alarm  
symptoms.

  Nonmalignant cause for melena is identified, not requiring repeat endoscopic evaluation in the next 12 months.
  Malignant cause for melena identified.

EGD indicates esophagogastroduodenoscopy; FOBT/FIT, fecal occult blood test/fecal immunochemical test; GI, gastroenterological. 
aDenotes consensus achieved after 1 round.  
bDenotes consensus achieved after 2 rounds.
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are expected to participate in population health and share 
responsibility for overall access to specialty care.22,23 The 
primary care/specialty care interface and specialty refer-
ral patterns are influenced by a multiplicity of factors,24,25 
such as individual PCP expertise, time per appointment, 
wait times for PCP and specialty visits, patient expecta-
tions, provider reimbursement strategies, and regional 
practice standards. Thus, a “one size fits all” approach 
to developing specialty discharge criteria is not practi-
cal. Dialogue among PCPs and specialists, among other 
stakeholders, is key to developing interventions tailored 
for each healthcare delivery system.26 The Delphi meth-
odology of achieving consensus is one example of a way 
to engage stakeholders in this essential communication. 
Other formal consensus methods exist, such as the Nomi-
nal Group Technique and the RAND Appropriateness 
Method.7 However, Delphi’s flexible, intuitive methodol-

ogy, and its ability to reach and allow a large number of 
diverse stakeholders to voice their opinions without being 
overshadowed by more forceful colleagues, makes it well 
suited to achieve consensus among providers within a PC-
MH-N. Indeed, it has been used to identify components 
of effective hospital discharge planning,27 and to develop 
healthcare system solutions to tackle patient medication 
nonadherence.28 Realizing that GI discharge criteria and 
policy changes might overly burden PCPs, we explicitly se-
lected the Delphi process to engage PCPs across the system. 

There are limitations to this study. The specific clinical 
conditions chosen for discharge in our study may not be 
relevant to other systems (ie, gastroenterologists in some 
systems may already discharge patients immediately after 
endoscopic procedures). However, the process of achiev-
ing consensus among PCPs and specialty care providers 
regarding which patients should be seen in a subspecial-

Q Figure 1. Delphi Process Results
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A. Normal endoscopy, normal pathology

B. Pathology with hyperplastic polyps or few <1 cm tubular adenomas

C. Pathology with advanced neoplasia

D. Malignant colonic neoplasm

FOBT/FIT indicates fecal occult blood test/fecal immunochemical test; GI, gastroenterologist; PCP, primary care provider. 
PCP and gastroenterologist comfort levels discharging a patient from GI clinic after endoscopy if patient  underwent a colonoscopy for positive FOBT/ 
FIT, personal history of polyps or family history of ppolyps/colon cancer. The bowel preparation was good to excellent. Any polyps identified were  
completely removed.  
*denotes consensus achieved.
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ty ambulatory clinic is widely applicable. For example, 
our group is on the verge of completing a similar Delphi 
consensus-building process to identify patients who can 
be safely discharged from endocrinology clinic. Because 

endocrinology is a non–procedure-based specialty, the 
types of patients selected for discharge will be those with 
chronic diseases who can be safely and efficiently managed 
in primary care with specialist guidance. 

Q Figure 2. Delphi Process Results
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A. No cause for hematochezia identified; patient is not anemic and has no alarm symptoms; biopsies are normal

B. No cause for hematochezia identified; patient is anemic and/or has alarm symptoms; or biopsies are abnormal

C. Nonmalignant cause of hematochezia identified that does not require endoscopic evaluation in the next 12 months

D. Malignant cause of hematochezia identified

GI indicates gastroenterologist; PCP, primary care provider. 
PCP and gastroenterologist comfort levels discharging a patient from GI clinic after endoscopy if patient  underwent a colonoscopy for hematochezia.  
No clinical suspicion for an upper GI bleeding source prior to endoscopy. The bowel preparation was good to excellent. All polyps identified were  
completely removed.  
† denotes consensus achieved.

Q Table 3. Impact on Discharge Criteria on GI Clinic Work Flow, Pre-Implementation vs Post Implementation
Outcome Pre-Intervention Post Intervention P
Reach: Patients discharged from GI clinic among patients 
who had any upper endoscopy/colonoscopy (with biopsy) 
performed during study period (N, %)

0 of 419 (0)      403 of 540 (74.6) —

Fidelity: Patients who met GI discharge criteria and were 
dischargeda

     

  Colonoscopy — 76 of 76 (100) —
  Upper endoscopy —  13 of 15 (86.7) —
Effectiveness      
Ratio of new to follow-up appointments in GI clinic 0.9:1 1.0:1 .05
GI clinic wait time (days + SE) 157.5 + 10.7 73.5 + 7.2 .0001
aData obtained from 1 randomly selected week from each month, January to April 2013. 
GI indicates gastroenterological.
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We captured data for 4 months, limiting our ability to 
study the intervention’s longer-term impact on access to 
care or quality of patient care. Outcomes such as unin-
tended consequences (eg, percentage of patients who were 
re-referred to GI after official discharge) were not captured 
with this study. Additionally PCP, gastroenterologist, and 
patient satisfaction with the discharge criteria and discharge 
process were not examined, nor was the potential change in 
workload for PCPs explored. These remain important areas 
of future research. Our study was performed in 1 safety net 
healthcare delivery system and may not be generalizable to 
other systems. However, many facilitators of this work exist 
in other healthcare systems, such as a shared EMR and/or 
a supply-demand mismatch of specialty care.

Increasing access to specialty care in safety net health-
care delivery systems is essential for the overall health of 
our most vulnerable populations. We demonstrate that 
thoughtfully discharging patients from specialty care back 
to primary care via consensus standards is one method to 
improve access to specialty care. Understanding the con-
cerns of all stakeholders, including PCPs, specialists, and 
patients, will be necessary to refine and disseminate this 
process to other healthcare systems, in an effort to ensure 
timely access to specialty services for all patients.
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