
BRIEFING
B U IL D IN G  A ND  S U S TA I N I NG  P ED I AT R I C  P R E EM I NE NC E

Access to healthcare, defined by the Institute of Medicine (IOM) as “the timely use of personal health services to achieve the best
possible health outcomes”, remains a fundamental problem for children. A recent study by the CDC revealed that only 18 percent of US 
c h i l d ren receive all recommended immunizations without delay in the first two years of life. The challenge of efficient access is an issue faced daily
by Owner Hospitals. While the emerging trend of Advanced Access has largely been limited to primary care, the implications may soon impact
subspecialty practices as well. Read on to learn how primary care practices are improving outcomes and satisfaction through the implementation
of these pro c e s s e s .

To date, interventions addressing children’s access to care have largely focused on health insurance and the geographic availability 
of clinicians. However, health systems are increasingly examining the impact of practice scheduling systems on access to care for patients.
Advanced Access (sometimes called “Open Access”) holds promise for not only more timely healthcare delivery, but also more patient-centere d
and efficient care in pediatric practices. 

Scheduling systems are an appropriate focus for improving access to care because they directly impact the practice level by determining:

• Time to appointment: How soon clinical interactions occur relative to a patient’s need/desire for care;

• Continuity of care : Clinician with whom the interaction takes place; and

• O ffice waiting time: How long patients wait in the office to be seen by a clinician.
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Advanced Access: Enabling Increased Provider Efficiencies
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A u t h o r
P R O F I L E :

Unfortunately, problems with practice level access appear to be common. In the
quality improvement work conducted with private pediatric practices in North Carolina
(NC), delays for preventive care were 4 to 5 weeks and office waiting times were one
hour on average. Additionally, existing scheduling systems result in low continuity of care
for children -–15 percent of children do not have a primary physician at their usual
s o u rce of care and only about half of children see their primary physician at any given visit.

Thus, there is much room for improvement in practice level access. Advanced Access
has proven to be a very effective way to address this need in primary care practices.

Advanced Access Scheduling
Advanced Access involves redesigning scheduling systems to allow practices to

offer same-day appointments to all patients, regardless of the nature of their problems
(routine or urgent). The guiding principle is, “do today’s work today.” This seemingly
impossible feat is accomplished by carefully matching the supply of clinicians each day
to the daily demand for visits. The underlying theory is that demand is predictable. Also,
continuity of care is improved by the explicit effort to match patients with their primary
care physician.

Advanced Access is often implemented using a continuing education method called
a “learning collaborative”. Typically, collaboratives include interdisciplinary practice
teams (usually a physician, nurse, and administrative staff member) from 20 to 40 
practices working together on Advanced Access for 6 to 12 months. In Advanced Access
collaboratives, practices progress through a series of steps including: 
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1. Collecting data to measure supply and demand:
Initially, practices collect data to assess patient demand for
care as well as their capacity to supply appointments
(including tracking calls for appointment requests, 
appointments available by day of week, and practice
patient population size).

2. Reducing waiting time for appointments: Practices
reduce delays for appointments by temporarily increasing
their daily appointment capacity and/or improving office
efficiency through redesigning office processes.

3. Converting to same-day scheduling: After reducing
waiting times for all appointments to less than one week,
practices can offer same-day appointments to all patients
regardless of urgency.

4. Matching daily appointment supply to demand:
Practices forecast daily demand for visits to guide the daily
supply of appointments.

5. Sustaining Advanced Access: Practices implement office
efficiency improvements and design contingency plans
(e.g., a plan to manage the schedule of a clinician before
and after vacations) to assure sustainability.

Advanced Access: Quantifiable Impact
on Practices and their Patients

Advanced Access scheduling appears to be spreading 
rapidly in primary care practices within the United States and 
has been reported on a more limited scale by Owner Hospitals.
Currently, learning and fully implementing Advanced Access 
typically requires 6 to 12 months. Despite challenges associated 
with adoption, thousands of practices have successfully implemented
Advanced Access scheduling in diverse settings, including rural 
and urban locations as well as academic, public and private practices.

For example, recently the Veterans Administration utilized the
Advanced Access approach in approximately 10,000 outpatient
practices to reduce waiting times for appointments in these practices
by 41 days. In addition, large health systems such as the Mayo
Clinic, Duke University, and the University of North Carolina have
undertaken Advanced Access initiatives. In its work with primary care
practices in NC, NCCHI has witnessed numerous practices utilize
these approaches to make striking improvements in practice access
and quality of care:

• A rural private pediatric practice, Sandhills Pediatrics in
Southern Pines, NC, recently participated in an Advanced

Access collaborative with impressive results. Sandhills
Pediatrics had 80 minute waiting times during office visits
before the collaborative. After the collaborative, waiting
times are now at national benchmark levels (<20 minutes).
In addition, continuity of care increased from 43 percent 
to 73 percent and the proportion of parents rating their 
satisfaction with the visit as “excellent” increased from 
41 percent to 73 percent. 

• An urban private pediatric practice, Pediatric Consultants in
Memphis TN, recently applied Advanced Access scheduling
to reduce their delay for preventive care from 80 days to
the same day over a 6 month period. Their no-show rate
decreased from 18 percent to 7 percent and rates of 
preventive service delivery for children less than 15 months
old improved by 60 percent. 

These two practices participated in a 25 practice collaborative
during 2003. Overall, practices in this collaborative reduced delays
for appointments from an average of 42 days to 10 days over 
10 months. Across these practices, this translates to the elimination 
of 90,000 days of patients waiting for appointments. Practices
reduced waiting during office visits by 12 minutes, which eliminated
190,000 minutes of patients waiting every week. Finally, practices
w e re able to reduce their no-show rates from 12 percent to 6 percent. 

Practices are in the process of quantifying the financial impact of
Advanced Access process changes. Primary care practices part i c i p a t i n g
in NCCHI collaboratives re p o rted a 10 percent increase in Relative
Value Units (RVU). In addition, practices determined the average cost per
no-show in staff time and re s o u rces to be $4. Thus, estimated annual
savings from reduction in no-shows was $5,000 per practice.

Lessons Learned 
Changing systems in practices is rarely easy – the transition to

Advanced Access is no exception. As physician and staff roles
change during the transition, practices often experience tension.
Those who have implemented Advanced Access note that it requires
strong leadership support and the opportunity to learn from similar
practices that have implemented the changes. Owner Hospitals may
generate interest in access improvements and document potential
opportunities by benchmarking the three areas within the scheduling
system (see page 1). The examples and outcomes documented are
l a rgely limited to primary care practices; NCCHI is currently planning
a collaborative in subspecialty practices.

When applied to subspecialty clinics, the Advanced Access
model becomes “do this weeks work this week.”

Advanced Access (continued from page 1)

u Saturated schedules – “Protect today”
u Triage and rework often necessary

with high intensity resource
u Multiple appointment types
u Needs for “urgent”, “routine”, and

“intermediate” patients not met
u Capacity: overbook and send patients

elsewhere
u Continuity: fine if patient is able to

wait for appointment

Access Models
Traditional Model
“Do last month’s work today. ”

u Predict demand for “urgent” visits –
“Protect future appointment times for
urgent needs”

u Reserve space for “urgent” in attempt
to meet that demand (carve-out)

u Needs for “routine” extend and no
room for “intermediate” patient care

u Continuity: may be lower for “urgent”
patients

u Capacity: future filled or held

C a rve-Out Model
“Do some of today’s work today. ”

u Paradigm shift: “Protect the future”
u No distinction made between “urgent”

and “routine” visits
u Backlog eliminated 
u Continuity: becomes a system property
u One or a few appointment types
u Capacity: future is open

Advanced Access
“Do today’s work today. ”

(continued on page 3)



Cincinnati Children’s Hospital Medical Center (CCHMC)
began implementing Advanced Access in subspecialty clinics in
May 2003. To date, process changes have been introduced in 
gastroenterology, endocrinology, opthalmology and neurology and
neurosurgery. Jackie Hausfeld, Senior Clinical Director of Outpatient
Department Nursing, stresses the importance of measuring and
benchmarking practice outcomes. CCMHC currently captures:

• Cycle Time – Percentage of a visit spent with a healthcare
provider. Minimum goal = 50 percent.

• Access – CCHMC standard is “third next available 
appointment” offered within seven working days.

• Schedule Utilization – Percentage of available clinic time
patients are actually seen.

• No-Show Rate

• Referring Physician Satisfaction

• Patient and Family Satisfaction

• Employee Satisfaction – The practice physicians’ opinions 
are reviewed.

“Launching an Advanced Access program is very labor 
intensive,” stated Ms. Hausfeld. “CCHMC has been fortunate to
have very strong support from administration and vocal physician
champions. Also, implementation would have been next to impossible
without having the true clinical players on the team.” CCHMC’s
Advanced Access success is due in part to several initiatives:

• Ensuring physicians are fulfilling their full clinical complement.

• Enforcing clinic cancellation policy. Physicians working less than
46 weeks per year are required to make-up missed clinic time.

• Decreasing scheduling rules and appointment types has
allowed practices to avoid committing additional
resources.

• Sharing monthly benchmarking data among physicians,
clinic teams, administration and the Advanced Access
Steering Committee.

Measurement can be a powerful stimulus for change.
Owner Hospitals planning to implement an Advanced Access
model can obtain high leverage from introduction of targeted
changes. For a checklist of process changes to Advanced
Access, please refer to page 4. In order to make dramatic, 
system-wide improvements, Owner Hospitals, like many other
health systems, may find the intense support offered by learning
collaboratives as the best way to get started. Health systems
can enter a few (eager and brave) “prototype” practices in a
learning collaborative. Following successful implementation in
these prototype sites, begin to adapt and gradually replicate
their success and learning to other hospital practices. This
a p p roach provides the opportunity to learn from similar practices
which, as noted earlier, is very important.

Advanced Access moved us away from being in the entertainment industry so we
could focus on being health professionals...We often had to “entertain” patients
while they waited...Parents are taking note of the opportunity for same day
appointments, being able to see the provider they choose, and the short stay in
the waiting area. They are pleased and are sharing it throughout our community.
Now that is a great way to be known!”

Debbie Cruse, LPN, LCM
Sandhills Pediatrics
Southern Pines, NC

Advanced Access (continued from page 2)
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Patient Satisfaction at Sandhills Pediatrics
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Access & Efficiency Collaborative
Percentage of Patients Rating Overall Quality of Visit as Excellent

practice=Sandhills Pediatrics

Note: Across all practices
L = lowest observed H = highest observed n = number of surveys

For more information on CCHMC’s Advanced Access work, please contact
Jackie Hausfeld at jackie.hausfeld@cchmc.org.

For questions or comments regarding information in the eBriefing,
please contact Edna Rindner at edna.rindner@chca.com



1. Balance Demand and Supply
q Predict Demand (appointment requests, walk-ins, email, faxes, ED, urgent

care, “groupers and twofers”)

q Predict Supply (holidays, vacations, non-clinical work)

q Make workload expectations (e.g., panel size, encounters) equitable based
on clinical FTE

q Consider doing today’s work today vs. carve-out model

q Balance demand and supply for non-appointment work (e.g., return phone
calls)

2. Work Down the Backlog
q Measure the extent of your backlog

q Distinguish between “good” (planned care) and “bad” backlog (delayed care)

q Make a plan for reducing your backlog

q Set start and end date for backlog reduction

3. Reduce Appointment Types
q Reduce the number of appointment types (e.g., new, preventive, established

brief, acute, etc.)

q Standardize appointment lengths/increments (e.g. consider 20 minute
appointments for all patients)

q Recognize the gap between what patient tells scheduler and actual appoint-
ment length

4. Plan for Contingencies
q Manage demand variation in proactive fashion

q Increase capacity at peak times (i.e., add more appointments at certain times)

q Plan for predictable seasonal increases

q Add more providers

q Develop flexible, multi-skilled staff

q Anticipate unusual but expected events and develop protocol

q Develop list of activities to be done in advance of appointment

5. Reduce the Demand
q Maximize activity at appointments to reduce future demand (max-packing)

q Extend intervals for return appointments

q Optimize systems to assure continuity of care

q Optimize patient involvement in care (self-care)

q Create non-visit interactions (e.g., self-care advice via telephone, email, web)

q Provide group visits

6. Manage the Constraint 
q Identify the constraint (i.e., the bottleneck)

q Drive unnecessary work away from constraints

q Increase documentation efficiency (e.g., use electronic templates, standardized
forms) to unload constraint

q Ensure all roles in practice are maximized to meet patient needs 

q Cross-train staff: everyone knows each other’s jobs

q Use standard protocols to optimize use of other providers (nurse, NP, PA)

q Separate responsibilities for phone triage, patient flow, and paper flow

7. Synchronize Patient, Provider, and Information
q First AM and PM appointments start on time

q Patient registration done by phone if confirming patient appointment

q Chart-check to ensure chart is complete, accurate, and present for appointment

q Use clinical prompts to anticipate full potential of today’s need

q Rooming criteria include having patient ready (e.g., shoes off for diabetes patient)

q Assess valuable and non-valuable waiting times

8. Predict and Anticipate Patient Needs at Time of Appointment
q Use regular “huddles” with practice staff to anticipate and plan for contingencies

in schedule (e.g., special equipment needed, additional procedures or tests to be
ordered for the day’s patients)

q Chart reviews to anticipate needs

q Use pads, white boards, or other aids to communicate during the day (flag 
systems, walkie talkies)

q Schedule weekly meetings to review team performance and improve clinic flow

9. Optimize Rooms and Equipment
q Use open rooming to maximize flexibility

q Standardize supplies in room and have stocked at all times

q Co-locate staff to enhance work and communication flow 

q Co-locate equipment where the work is done

q Create stocking schedule/inventory process

10. Use Continuous Flow Strategies
q Do this moment’s work now (e.g. dictate during or immediately after visits) 

q Use scheduled pauses to apply continuous flow approach to non-appointment
activities (e.g., return phone calls)

Advanced Access :  Check L is t  of  H igh  Leverage Changes
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