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Same-day schedul-
ing results in more
timely care, increased
patient satisfaction
and improved practice
efficiency.

i
~ For same-day schedul-
ing to work, a practice
must first achieve a
balance between sup-
 ply and demand.

L

To estiméte your

demand, track the

number of appoint-

merﬁ_t réquesté you

encounter on a daily

_:has'i_s for several
weeks. '

s

Next, figure how many
appointments your
practice can deliver

on a daily basis.

from the physicians any work that can be

done by someone else).
Same-day scheduling, then, is really all

about the process and the principles, not

about a specific product or solution. v will
require some thought, customization and
experimentation to apply these prmuples to
your specific environment. If you're ready wo
embark on that, read on. Whar follows are
commeonly asked questions about open-access
scheduling submitied by FPMs readers.

f@“%e%m“ staried
. | practice within a large group that
iﬁ is looking inte advanced-access
schedu ling. How should we stare?

% The best way for your team to begin is
f % ro measure the supply and demand in
vour practice and make sure they are bal-
anced. Advanced access will not be sustain-
able if patient demand for appointments is
consistently greater than physician capacity
to offer appointments. In fact, there is no
system that will solve a demand-supply
mismatch,

Your practice’s demand can be derived
by measuring the number of appointment
requests it encouncers on a daily basis and
rracking the data over a period of time using
statistical process control graphs. There will
be variation, but a pattern or range should
begin to emerge (e.g., 22 to 28 appointment
requests per physician per day). You will
probably find that demand is heavier on cer-
tain days of the week,

Next, you need o make sure your supply
is adequate wo meet the daily demand. To
figure your supply, ask how many appoint-
ments your practice can deliver on a daily
basis {e.g., 28 appointments per physician
per day). Ideally, your supply rate should
equal 80 percent of the range of daily
demand. For example, if your range of
demand is 22 1o 28 appoinument requests
per day, 80 percent of that range would
be 27, This is the amount of appointment
slots chat you would need to have in order
to eliminate waiting time. In addition,
vou need w factor in any internally gener-
ated demand, such as return or follow-up
appoincments directed by the physician. You
can use the internal demand as a load-lev-
eler; that is, you can bring patients back at
rimes when exrernal demand is predicrably
lower — early marning or late in the week.

&
Crnce your supply and demand are
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well matched, you can begin to apply the
remaining principles, mentioned carlier,

anpropriaie panel siza

g% What do we do if our patient

m;gg demand is too great because we
have a physician with too many patients
on her panel?

fﬁ To eliminate waiting times or delays,
;ig% supply and demand need to be bal-
anced ar the practice leve!l and ar the indi
vidual physician level. If a physician is
over-paneled — thar is, if she has more work
than she can do — then the consequences
are grave. Because she can’t manage all of
her patients, the work spills over 1o her col-
leagues or out of the practice, and patient
satisfaction, quality and revenue cascade
downward. On the other hand, matching
patients wich their personal physician s
strongly correlated with improved <lini-
cal outcomes (compliance with prevention
guidelines, management of patients with
chronic illness and early detection of seri-
ous iHness} and higher parient satisfaction,
Hence, an over-paneled doctor produces
sremendous adverse effects within a qum.
Over-pancled docrors are often blind to this
because they are isolated from many of these
CONSEqUEnCEs.

Physicians are usually reluctant to deal
with this problem, in part becanse it seems
to be patient driven. Some doctors are popu-
lar, and we let them become over-popular
because we hate to say “no” to our patients.
However, an over-paneled docror is essentially
saying “ne” to her patients every day because
she cannot do the work and is sending it else-
where. It is her action that says “no.”

There is a limit to whar a physician can
do. This limit can be mathematically derived.
By wrving o extend the limit beyond what is



practical, you are putring your practice in a
position where it cannot be successful.

Stz lizad appointment lengths
é % Under open access, ghysw;aus are
w&"% supposed to handle any issues that
atise that day for any patient. To do this,
wounldn’t physicians need to be liberated
from seeing patients every 15 minutes?
7 The best systems have 2 smgle appoint-

% ment iength whether it’s 15 minutes
or 20 minutes, because this allows greater
flexibility for parients and is simpler for your
staff, With standard appointment lengehs,
any patient can have any appointment slot
at any time, Il you create appointment slots
of varying lengths that are locked into the
schedule, then only certain slots are available
for certain kinds of patients, which will ere-
ate 2 waiting time, In addition, it is diffcult
to predict what kinds of slots you will actu-
ally need.

When practices use 2 single appeintment
lengrh, as opposed to multiple appointment
tengths, physicians ate far more likely o

develop a thythm and stay on time. My rec-
emmendation would be to pick an appoine
ment length that fics with the physician’s
qryfe and patients’ needs but allows the prac-
tice to complete all the work every day. At
the same time, if there are some issues that
you know will take more time {(e.g., a physi-
cal}, then permit the schedulers vo merge
two or more appointments siots. This can be

3

rhythim and stay on G

done anywhere on the schedule, permirsing
maximum patient flexibility.

The troubie with carve-ouls

"% I am one family doctor in a 50-physi-

7 cian multispecialty group, and I have

been interested in open access for a long
time. To that end, I have carved out six to
eight “same-day” slots in my daily sched-
ule for patients with urgent needs. How-
ever, | have not had the courage to switch
completely to open access, Is a carve-out
appreach OK?

ctices use a single ml nointmen

ot

cians are far more likely to éev&m
a e,

Carve-out models have problems. First,
the more time that you carve out of

your schedule, the longer the waiting rime
extends for non-carved-out appointments.
In addirion, the more you carve out, the
more accurate your predictions need to be.
1f you over-predict and carve out wo many
appointments for same-day visits, you could
end up with unused capacity; if you under-
predict, you could end up with an over-
booked schedule

In addition, carve-out models can waste
a lot of time and energy on scheduling and
triage. For example, what do you do with
a patient who meets the criteria for a same-
day appointment but can’t get o your office
today, or a patient who doesnt quite meet
the criteria for a same-day appointment but
can’t wait until the end of the queue? Do
vou ask these patients to call back tomorrow,
increasing your phone volume, or do you
pre-book them? If you pre-book them, do
vou use a carved-out slot or a regular slot?
These issues wiil rapidly deteriorate your
carve-out model. The simpler approach is to
offer all patienis a same-day appointmenr,
regardless of their problem. It requires no
triage and no predictions.

Baducing bacidog
™% How do we begin to reduce our
« backlog of already scheduled
appmnﬁm@n‘ts so that we can b@gm
advanced access?

%

P

nt length,

{é;’% You will have o do extra warlk until
£% the backlog disappears. This may

mean working through the lunch hour, see-

ing more parients per hour or working late
for several weeks. It will also require that
you make the most of current visits, resist
pushing work into the future and rethink
your return-visi intervals.

Asg your backlog shrinks, mark a rarger
date on the calendar and agree as a group thar
vou will net pre-schedule any visits beyond
that dare unless there is a clinical reason for
doing so {i.e., physician-driven returns) or the

March 2005 = www.aalpoorg/fpm = FAMILY PRACTICE MANAGEMENT » 81

SAME-DAY SCHEDULING

i a physician has too
many pafients on his
of her panel, supply
and demand will be
mismatched, with
work spilling over to
colleagues or out of
the practice. o

The best_syét_ems use
a single apbbiatmen‘f
length {e;g., 15 min-
utes .of 20 mi_s_autés)
because this allows _
greater flexibility for .
pati_e_ﬁts and is simpler -
forstaff,

‘% .

To prepare for same-
day appointments,
practices witl need to
work down their back-
fog of previously sched-
uled appointments, .

_A§ your i)acklbg '
shrini_cs; mark a target
date on the calendar
and agree as a group
that you will not pre-
schedule visits beyond
that date unless the
physiciah or patient
deliberately chooses a
future appointment.
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5
Even under same-day
scheduling, patients
who need a pre-sched-
uled or follow-up
appointment should
be given one,

e
Whenever possible,
schedule return ;i.risits
jate in the week or
eatly inthe day, when
demand out of the
population is nafuraliy
lower. '

.Sam.e_-'ti.i.iy schedul-" -

- ing can be ashock to
_ pétieﬁts who are used
to waiting days or
weeks for an a;:pdint—

ment, so educate them

about the new system.

s

. Practices with multiple
part-time physicians

may need to choose
-';Jatie-nt continuity with
a team over continuity
with a single #hysician
in order to avoid waijt-
ing times. '

patient wants a visit in the furure.

Also, meke sure you protect the physi-
cians afrer they have reduced their backlog.
Don’t penalize them by making them absorb
their colleague’s work. To belp motivate
the physicians, display their data showing
reduced waiting times. Backlog reduction
is a necessary step to recalibrate the system,
not a conspiracy to make physicians see
MOore patients in perpetuity.

on Monday, then

i

a practice has completed
it should nave enough space on

many cases, such as annual exams. I a prac-
tice has completed all of Monday’s work on
Monday, then it should have enough space
on Tuesday even for an annual exam, if the
patient chooses a same-day visit.

fient preference

«@m % How should we handle patients
*’%gf%:i who can't agree to a same-day
appointment because they need to

Tussday even Tor an annual exam.

choduling patients in advance
#7% A good proportion of my patient

% ¢ appointments need to be scheduled
in advance becaunse they invelve proce-
dures, prenatal visits, chronic care follow
up, etc. Is open access feasible given my
patient pepulation?
In che best svstems, when a patient
= needs a pre-scheduled or follow-up
appointment, that appoinument is given.
This Is true even under advanced access.
For example, if you know that a patient is
going to return for a follow-up visit, the best
approach is not 1o ignore that demand and
Jose control of it but to negociare with the
patient about when the return visit should
occur. Whenever possible, you should sched-
ule return visits late in the week or early in
the day, when demand out of the population
is narurally lower,

Pre- schedulmo patients with certain
clinical needs ensures you will not lose
them to foliow-up. In some practices, such
as an obstetrical practice or one with a high
component of newborns, the amount of pre-
booked appointments is going to be higher
than in typical pracrices. But the underlying
dynamic remains the same: The demand,

whether externally or internally generated,
needs to equal the amount of appointments
available. If practices can achieve this bal-
ance, then they can eliminate waltding rime.
Of course, patients with p;escubed follow-
up wilt still have a waiting tme, buc it s

clinically justified.

While pre-booking is appropriate in some
clinical situations, it is not appropriate in
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arrange time off from work before their
appointments?

£ Samne-day scheduling can be a shock o
£ patients who are used o waiting days
or weeks for an appointment. You'll need
w educate them about the new system, and
most will welcome it. A small number of
patients won't want an appointment on the
day that they call. In these cases, do not
tell the patient to call back on the day he
or she wanrs to be seen, as this will increase
vour phone traffic. Instead, simply pre-book
those appointments on the day the patient
prefers, using slots in the eardy merning or
late in the week if possible

Part-time physiciang

% T work in a family medicine residen-
%%_ cy practice, with maultiple part-time
physicians working varied heurs. Is apen
access possible in this setsing

£t An academic environment is no different
gm% from any other kind of environmenr
where supply Is sporadic but demand comes
in unabated on 2 daily basis. What you
need o do is macch thar demand with the
correct supply and with as licde time lapse
as possible. In an environmenc where the
physicians are not always preseat, you have
w make a choice about continuity: Do vou
want patients to have continuiry with a single
physician, or can they gain continuity from
a team of providers? If vou choose continuiry
with an individual physician, you are going to
create a waiting time. If you choose continu-
ity with a team, you can avoid waiting time.

Either way, you sdll have to mazch the



supply with the demand. In an environ-
ment where the supply is steady, it can be
balanced with demand on a daily basis. Bur
in an environment where the supply, for
whartever reason, is sporadic, you may need
to pick a bigger balance box, For example,
if you have three physicians on Wednesday
but five physicians on Thuzsday, your supply
and demand may balsnce each other over
two days, instead of a single day. Be aware
that as vour balance box grows beyond a
day, you're rreading dangerously close to a
carve-out model,

Prenaring for visits
I prefer to see my patient list the
: day before so that I can research
patients’ concerns and organize what J
need (e.g., patient education hand-outs,
pre-printed encounter forms, algeo-
rithms). Would it work to modify open
access and set appointments for the next
day, rather than teday?‘

fﬁ% The preparation wotk for tomorrow’s
P patients takes the same amount of time
as the preparation work for today’s patients.

The challenge, then, is to do this work “just
in time” rather than with a 24-hour lead
dime. “Justin time” processes are key o
building a system with a smoother patient
flow. The salutions for this will vary for
each pracrice. Perhaps, instead of batching
this work and handling it at the end of the
day, you can address it in smaller blocks of
time between patients. Or you may be able
to handle it at the point of care if you orga-
nize the materials in your exam reom or
compuaterize the information so that you

can access it quickly. Justin-time solutions
should work for the majority of your
patients. Patients who require extensive
prepatation will probably have a pre-beeked
appointment, and that work can be done

in advance.

Heep your appointment ook

% H open access is so great, why bother
" making appointments at allf You
could potentially save time and money,

and aveid many phene calls, by throwing
out your appointment book and letting
patients walk in on an as-needed basts.

7% 1t would be unwise to solve the waiting
% time for an appointment and at the same

time create a walting time @ the appointment.
Your goal should be to reduce all walting,
both for the appointment {the access issue)
and at the appeintment {the office efficiency
issue). Under open access, you create the dig-
nity and respect of an appointment time while
doing today’s work today.

%é“w % oalons
% T am 2 new physician in an estab-

M@’ lished office. Could I use open access
even if ehe other physicians den’c?

2% Id's very difficulr w0 run two systems

in a single practice. It could confuse
patients and would certainly frustrate the
staff, who would have ro follow multiple
rules. In addition, there is g great valuein
waorking together in a practice. For example,
when one physician is absent, the others
can provide coverage. If the physicians have
different waiting times, it may affect their
willingness to supporr one another.

Desling with vacations

gze’% How do you deal with physician

& M absences or vacations under
open access?

#4 Contingency plans are the key to

& managing absences, vacations ot any

other situations where demand emporarily
exceeds supply. In a group practice, it's usu-
ally best to give patients a choice: Wair for
vour primary physician’s return or be seen

y reduce all waiting,
fﬁf’j at the appointment,

roday by another physician in the group.
About half of the patients will choose o
be seen today, and you should divide chose
added visits equally among all physicians.
When the physician recurns, you could
implement a contingency plan that tempo-
rarily allows half of his or her appointment
slots to be carved our for same-day visits,
while the other half are pre-booked. To get
back on track, the physician may also need
te work through lunch, see patients more
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SAME-BAY SCHEDULING

With same-day sched-
ufing, practices must
fearn to do the prep
waork for patients’
visits "just in time”
rather than witha 24-
hour fead time,

Same-day scheduling
is part of a strategy
to reduce all waiting
times, both for and at
the appointment,

*:“To manage physician

absences, vacations or .
other situations where
demand temporar—

:Ey _exceeds supply,
praétices will need to
develop ccmtmgency
pians .

e
ina groub practice
when a physiciar is on
vacation, it's usually
hest to give patients a
choice: Wait for your
primary physician's
return, or be seen
ioday by another phy-
sician in the group,
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-
Staff members need

{o be involved early in
the fransition to open
access, as changa is
rarely éccampiished by

directive or mandate,

Tl
Start by educating
yuué_ staff about the
principles behind
advaéced access and
the';iq'témial benefits,

-Whe_ﬁ practices aim to
re&u.ce'the waste of
waiting for appeint-
ments, additional ben-
efits wilt follow, such
as improved patient
satisfaction, physician
satnsfactmn staff sat-

- isfaction, revenue and
guatity.

The leadership of an
organization has to
_recognize that all wait-
ing times are wasteful
and that there is a
proven process and set
of principles to virte-
afly eliminate waiting
times in heatth care.

quicklyor stay late for a day or two.

In a solo praciice, patients will have no
choice but to wait for the physician’s rerurn,
and the office should develop a contingency
plan similar to thar described above.

£ team approach
% My staff scem skeptical of epen
¥ access. Should I force them to do
it anyway

ﬁ In my experience, {hc people who do
éﬁm the werls need to transform the work.
The likelihood of change being accom-
plished by directive or mandate is extremely
tow. While leadership is crucial in setting
the tone, the direction and the parameters,
the key change vehicle is the team of people
actuaily doing the work. This can be both
frightening [md empowering.

Start by educating your staff about the
principles behind advanced access and the
potential benefits, If you find a few individu-
als who seem interesied in the concepts, sup-
port them and ler them experiment widh ic.

ment from seven days to one day.” We use
the third next appointment as a measure
because it gives a more accurate picture of a
practice’s access. T he first available appoint-
ment is often an anemaly (e.g., due w a lase
minute cancellation} and not indicative of
the true availability of appointments.

The secret te faflure

m&% In cases where open access has
%%ﬁ failed, what were the reasons?

w Failures are usually relared 1o a2 lack
«?wa of one of the following major success
factors in reducing waiting times both for
and at an appointment. The first success
factor has to do with leadership. The leader
ship of an organization has ro recognize
that all waiting rimes are wasteful and
that chere is a proven pmcess and set of
prmc:ples to virtually eliminare waiting
rimes in healch care,

The second success facror has ro do with
measurement. In order ro reduce waliting
rimes, we have 0 achieve a balance berween

i

e not engaged and involved,

failure ‘ég aimost certain,

y, aim, fire
W‘% QOur practice is beginning to experi-
£ ment with open access, What should
our aim be?

£ An access problem is a delay problem.
gﬁ% In order to improve the flow of worls,
you should aim for reduced delay. This aim
is the glue that will hold all of your efforts
together, When the waiting time is reduced,
you'll accomplish additional geals. Parient
satisfaction will improve, physiclan satis-
faction will improve, staff satisfaction will
improve, the cost of care will be reduced,
revenues will be enhanced, and clinical care
will finally be optimized. You could focus
on improving any of those ether resules in
isclation, but if you focus on reducing the
delay, vou can achieve optimal results 1n all
of those arenas. Thus, setting an alm around
the reduction of waiting time ~ an aim
that’s both quantifiable and measurable — is
crucial. To improve your wark, you need o
lenow what you are trying to achieve.

A saraple alm would be “to reduce the

time until the third next available appoint-
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the demand for work and the supply of
worle. If there is a mismarch, and there’s
more demand than there is supply, then no
syseem in the world will ever work., We need
to measure demand, supply, panel size varia-
tion and current delays.

The third success factor is physician
involvement. If the physicians are engaged
and involved, success is not guaranteed, but
if they are not engaged and involved, failure
is almost certain.

The fourth success factor is the engage-
ment of the entire team. Health careisa
tearn sport, and to successfully reduce
waliting times, we need the engagement
of all the people who wortk together on
this team.

Note: For more information on advanced
access, read Dr. Murvay's previous ariicle,
“Same-Day Appointments: Exploding

the Access Pavadigm,” FPM, Seprember
2000, page 45; bttp:/fwww.aafp.org/fpm/
20000900/ 45came. btwml, Send comments to
fpmedir@aafp.org.



