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Editorial

Standardizing Healthcare Delivery to Reduce 
Utilization, the Potential of Evidence-Based Care 
Pathways

Edward L. Barnes, MD, MPH*,†,‡ 

The continued development of novel mechanisms and tech-
niques for the assessment and treatment of Crohn disease 

(CD) and ulcerative colitis (UC) has led to shifts in both the 
individual management decisions and the structure of gas-
troenterology practices in recent years. In addition to a con-
tinued focus on improving communication with patients,1,2 
new strategies focused on risk stratification and the early intro-
duction of more aggressive therapies in an attempt to prevent 
inflammatory bowel disease (IBD)-related complications are 
emerging.3 Additionally, the use of decision-making models 
that are focused on objective data such as those proposed 
in treat-to-target monitoring strategies have been proposed 
as one method of improving disease control and ultimately 
improving outcomes in patients with IBD.4,5

In this issue of Crohn’s & Colitis 360, Lytvyak et al de-
scribe a retrospective, observational, single-center study that 
evaluated an innovative model of care based on the use of 
Inflammatory Bowel Disease Clinical Care Pathways (IBD 
CCP).6 The IBD CCP are standardized, evidence-based man-
agement algorithms that provide structured, sequenced, diag-
nostic, and clinical interventions for patients with CD and UC. 
For this particular analysis, the authors assessed emergency de-
partment (ED) visits as a marker of the impact of IBD CCP on 
resource utilization. ED visits were stratified into IBD-related 

and non-IBD-related categories, allowing the authors to per-
form important analyses of unplanned IBD care utilization.

A unique data collection method that combined data 
from both the electronic medical record and manual chart re-
view allowed the authors to evaluate several important clinical 
variables and potential confounders in their analyses of the 
impact of the IBD CCP on care utilization. Similar to prior 
reports,7 the authors identified a population of frequent ED 
users who account for a disproportionately high healthcare 
burden. However, the analyses of predictors of ED utilization, 
and the comparisons of managed and nonmanaged patients 
who presented to the ED, were relatively nonrevealing.

The authors are to be congratulated for demonstrating 
the potential benefits of a dedicated clinical care pathway for 
patients with CD and UC. All patients included in this study 
were cared for in a specialized IBD Unit and were presumably 
managed using the IBD CCP, thus this study did not employ a 
control group during the study period after IBD CCP imple-
mentation to allow for direct comparison during the same time 
frame. Although a decrease in ED visits was demonstrated, 
the potential exists that other factors also contributed to the 
findings (which the authors appropriately attempted to control 
for). It is important to note that by having access to the phys-
icians in the IBD Unit (and the IBD CCP), the patients in the 
study may have had a significant advantage compared to other 
patients that were not managed at the center. As noted in a re-
cent study from Ontario, access to specialist care may be an in-
tegral factor in decreasing ED visits among patients with IBD.8

This study is particularly important because it provides 
further evidence that innovative, and in some cases stand-
ardized, approaches to the management of  IBD can signif-
icantly improve outcomes. Given the increasing number of 
mechanisms available to treat patients with CD and UC, 
many patients with more severe presentations are evaluated 
in tertiary care centers. In recent years, multiple IBD cen-
ters have developed new multidisciplinary care models that 
are focused not only on clinical decision making with regard 
to specific medical therapies, but also involve members of 
other specialties and disciplines including surgery, nutrition, 
behavioral health, and social work. These approaches can 
have significant benefits for individual patients and for the 
healthcare system as a whole.
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An emphasis has been placed on the development of ev-
idence-based algorithms for decision making and clinical care 
in multiple areas of IBD. The authors of the current study 
employed working groups to aid in the construction of stand-
ardized care algorithms and protocols. Similar evidence-based 
methodology may produce traditional guidelines such as those 
used in the management of CD after an intestinal resection,9 or 
may be implemented in quality initiatives such as IBD Qorus 
with a focus on specific areas such as nutrition.10 Recently, an 
IBD referral pathway has also been developed to guide the early 
evaluation and management of patients with CD and UC.11

In addition to standardized protocols that have developed 
within centers or working groups, multiple models have also 
emerged with the objective of improving care delivery for patients 
with IBD. Among the most noteworthy care models that have 
emerged in recent years is the IBD Specialty Medical Home.12 In 
a retrospective evaluation, patients at the University of Pittsburgh 
Medical Center demonstrated a 47% reduction in ED visits and 
a 36% reduction in hospitalizations after enrollment in the IBD 
Specialty Medical Home.13 Although an IBD Specialty Medical 
Home may not be the best model for all practices given the need 
for high-utilizer, high-cost members, and a large population of 
patients with IBD,14 the care coordination present in an IBD 
Specialty Medical Home focuses on the biological and psycho-
social drivers of outcomes in patients with IBD. This focus may 
allow a system to provide efficient, high-quality care, particularly 
to those patients with IBD who use healthcare excessively.

As recognized in a recent review from the American 
Gastroenterological Association, the integration of psycho-
social care appears to be critical in utilizing a multidiscipli-
nary approach to improve outcomes in IBD.15 In addition to 
the IBD Specialty Medical Home, multiple other models for 
incorporating psychosocial care into a practice have been 
described. These include routine screening for psychiatric 
comorbidities, integrated care utilizing team-based models, and 
a collaborative care model where behavioral health providers 
are located within a gastroenterology clinic.15 Although psy-
chiatric comorbidities were not associated with increased ED 
utilization in the study by Lytvyak and colleagues, multiple 
prior studies have indicated a potential link between psychiatric 
comorbidities and IBD-related outcomes,7,16,17 and thus the in-
clusion of psychosocial care in specialized, evidence-based care 
pathways is likely critical to improving longitudinal care of pa-
tients with CD and UC.

The identification of frequent ED users (and other high-
user groups) should continue to be a focus of future research 
endeavors. As hospital systems and practices continue to strive 
for value-based approaches to the management of patients with 
CD and UC, the identification of those patients at greatest risk 
of becoming high utilizers will be critical. As noted by Lytvyak 
et al, the presence of multiple comorbidities has been identi-
fied as a risk factor for increased healthcare utilization in prior 

studies,7 and may represent a subset of patients with IBD that 
would benefit from tailored interventions. All of the patients in 
the study by Lytvyak and colleagues received care in the IBD 
Unit at the University of Alberta; however, in other healthcare 
systems, fragmentation of care may also contribute signifi-
cantly to healthcare costs and increased utilization among in-
dividual patients.18

By implementing a series of IBD CCP, the authors have 
demonstrated an innovative method of potentially improving 
efficiency in the healthcare system by decreasing ED utilization 
among a high-risk population. This framework likely allows for 
larger scale implementation, as well as scheduled review and re-
vision of the IBD CCP, based on emerging literature and newer 
treatment mechanisms. The IBD CCP should motivate us to 
continue to examine new methods of evidence-based health-
care delivery, with the objective of improving outcomes in this 
population.
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