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HE ACCOMPANYING INNOVA-
tions in Primary Care article de-
scribes the difficulty patients of-
ten face in gaining timely access to
primary care and explains the “ad-
vanced access” model recently initi-
ated by many physician practices to
solve this problem.! In the advanced ac-
cess model, patients calling to see their
physician are offered an appointment
the same day. Advanced access is not
sustainable if patient demand for ap-
pointments is permanently greater than
physician capacity to offer appoint-
ments. However, most waiting reveals
problems in matching demand and ca-
pacity on a day-to-day basis, rather than
an absolute lack of capacity.!
Physicians and office staff often re-
spond to advanced access proposals
with skepticism, believing that the prac-
tice will be overrun by patients with an
insatiable demand for visits. “If any-
one who calls can come today, we’ll be
here until midnight,” is a typical com-
ment. However, practices that have
implemented advanced access have not
experienced subsequent increases in
visit rates. For example, in the Kaiser-
Permanente practice that pioneered ad-
vanced access, the demand for visits per
patient per year dropped by 10% after
the new model took hold.?
The accompanying article in the se-
ries presented the conceptual ratio-
nale, based in queuing theory, for why
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The advanced access model of patient scheduling is based on the core prin-
ciple that if the capacity to provide patient appointments balances the de-
mand for appointments, patients calling to see their physician are offered
an appointment the same day. The accompanying article in the series “In-
novations in Primary Care" presents the theory behind advanced access sched-
uling. In this article we describe 4 case studies of primary care practices that
successfully implemented advanced access and 3 examples of practices that
were unable to achieve advanced access despite considerable efforts. The
lessons of these case studies should be useful for primary care practices de-
siring to improve timely access to care and wishing to avoid the pitfalls that

can derail this innovation.
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advanced access can match supply and
demand on a daily basis and make bet-
ter use of clinician resources. How-
ever, no systematic controlled studies
of the advanced access model have been
performed. Anecdotal reports from or-
ganizations implementing this innova-
tion suggest that the model results in
improved access and greater continu-
ity of care.? This article represents the
first attempt to examine the applica-
tion of advanced access in a variety of
practice settings. In addition to describ-
ing case studies from real world expe-
riences, we also present hypothetical ex-
amples highlighting typical problems
that can derail the advanced access
model.

Case Studies of Advanced Access

We compiled a list of 85 primary care
practices that have implemented, or at-
tempted to implement, advanced ac-
cess. The list came from an Institute for
Healthcare Improvement collabora-
tive on the Idealized Design of the Clini-
cal Office Practice® and from other
sources available to the authors. There
is no registry of the “universe” of prac-

tices that have attempted advanced ac-
cess in the United States, precluding
comparison of the 85 listed practices
with the total population of practices
that may have attempted this innova-
tion. We interviewed administrators
and physicians at 23 of these prac-
tices; the interviews were selected to
capture variation based on region of the
country, rural vs urban location, and
size and type of practice. The prac-
tices in which we conducted inter-
views included 15 in urban and 8 in ru-
ral settings; 9 were in the East, 7 in the
Midwest, 2 in the South, and 5 in the
West. As shown in the TABLE, 23 of the
85 practices identified, and 4 of the 23
practices interviewed were small pri-
mary care offices. From the 23 inter-
views, we present 4 cases of practices
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that successfully implemented ad-
vanced access, followed by 3 ex-
amples of practices that had less suc-
cess. (The successful organizations are
named; the less successful are not.)

Highland Family Practice

Highland Family Practice, a private fee-
for-service medical office in rural Vir-
ginia with 2 physicians and a nurse
practitioner, cares for a wide variety of
patients, 20% of whom are elderly or
disabled. The practice has used ad-
vanced access scheduling since it
opened in 2000. Each physician has a
patient panel exceeding 1500 and sees
an average of 28 patients per day. Given
their broad scope of practice (includ-
ing obstetrics and office procedures),
the panels are reaching their limit. At
the beginning of an average day, from
30% to 50% of appointment slots are
open. Elderly patients and those with
long-term conditions are offered pre-
scheduled appointments, but these are
not made on Mondays or near holi-
days. Some days are too busy and the
physicians stay late; other days are com-
fortable, with 8 to 10 patients per phy-
sician per half-day. The physicians said
they liked advanced access because they
were not double-booking patients into
already full schedules.

Demand is measured daily by a re-
ceptionist who counts the number of
calls for appointments, physician-
generated follow-up appointments, and
drop-ins. These measures help the phy-
sicians predict how demand is increas-
ing as the practice grows and how de-
mand varies with days of the week and
seasons of the year. Provider capacity
is matched with the demand projec-
tions, with the goal to “stay ahead of
the demand curve.” The physicians es-
timate that demand will exceed capac-
ity in about 6 months and are already
recruiting another physician. Al-
though the management of advanced
access does consume time and energy,
it saves the energy wasted in tradi-
tional scheduling systems that require
constant juggling of schedules, mak-
ing triage decisions, and answering tele-
phone calls interrupting patient visits.

©2003 American Medical Association. All rights reserved.

IMPROVING TIMELY ACCESS TO PRIMARY CARE

Advanced access has been relatively
easy to sustain because the 2 physi-
cian owners of the practice are com-
mitted to the concept for their pa-
tients and for themselves.

South Central Foundation

Six years ago, 85% of care for patients
in the South Central Foundation, the
primary care system of the Alaska Na-
tive Medical Center in Anchorage,
Alaska, was delivered in urgent care set-
tings. Waits during acute visits were
many hours long, and waiting times for
nonurgent appointments were mea-
sured in months. Only a few patients
could identify their own clinician and
even fewer saw their clinician of choice.

Today, patients in this system have
a guarantee of a same-day appoint-
ment, usually with their own physi-
cian, if they call before 4 p™m. Eighty-
five percent see their own clinician.
Managerial staff linked each patient

with a specific physician, reduced the
appointment backlog, developed con-
tingency plans for vacations and other
expected events, reduced demand by
encouraging continuity of care, and
transferred to case managers some work
previously performed by physicians.
These changes required hard work and
a commitment to major redesign. The
FIGURE shows how the percentage of
appointment slots that were open rose
dramatically as advanced access was
consolidated.

Backlog reduction took several
months, and physicians were initially
skeptical but survived the process with
encouragement from management.
Moving to advanced access often high-
lights other system problems. For ex-
ample, telephones functioned poorly,
which prevented patients from calling
for same-day appointments and
prompted a board member to tell man-
agement: “You gave me the Mercedes

]
Table. Characteristics of Primary Care Practices Identified as Attempting or Achieving

Advanced Access

Type of Practice No. Located No. Interviewed
Small private practice 23 4
Health system with small offices 10 4
Medium-sized medical group 12 3
Large integrated health system 15 5
Veterans Affairs/military 2 0
Teaching practice 8 3
Community health center 13 3
Student health service 2 1
Total 85 23

Figure. Percentage of Appointment Slots Open During the Next Month South Central

Foundation
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but forgot to give me the keys.” This
bottleneck has been corrected. Since pa-
tients can come the same day if they call
before 4 pMm, the end of the day can be
burdensome to clinicians, a problem
currently being addressed.

This practice was successful be-
cause its management devoted a great
deal of effort in solving problems as they
arose, included the entire staff in the
process, set up data systems—which
physicians and staff found very help-
ful—to track access measures, and
sought assistance from outside ex-
perts experienced in implementing ad-
vanced access.

Centra, a Part of Central
DuPage Health System

A primary care network with 14 sites
in the western suburbs of Chicago, Ill,
Centra launched advanced access in
July 2001. The majority of patients are
privately insured with 23% insured with
Medicare and 2% insured with Medic-
aid. Most primary care physicians work
full time—32 clinical hours per week—
and see about 25 patients per day. Prior
to advanced access, the third next avail-
able physical examination for some
physicians was more than 35 days. A
carve-out system was tried, but pres-
sure to fill the frozen slots early was
irresistible.

After 4 to 6 weeks of backlog reduc-
tion, access was ranged from O to 3 days,
where it has remained. Patient satis-
faction rose from the 72nd to the 85th
percentile of a standardized, national
survey, and continuity of care (percent-
age of patient visits taking place with
their own physician) increased from
40% to 75%.

Though physician panels were not
excessive (average 1800), backlog
reduction was difficult; some physi-
cians worked extra shifts while others
stayed late in the evenings. After the
backlog was eliminated, schedules
had to be managed daily to solve
problems, particularly for the more
popular physicians. Under the new
model, some physicians work harder
while others work less. As the execu-
tive director explained, “To sustain
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the gains after working down the
backlog is not a slam dunk.”

Bellevue Hospital

The outpatient department of Bel-
levue Hospital in New York, NY, a large
urban public teaching hospital, started
advanced access in some primary care
and specialty clinics in July 2001. The
third next available appointment prior
to that date was in the vicinity of 12
weeks; by July 2002 the figure had
dropped to 1 to 3 days for primary care,
human immunodeficiency virus, neu-
rology, and geriatrics clinics. Patient sat-
isfaction improved by 25%.

The champion of the new model is
the medical director, who attempted the
change in 1999 but failed. At that time,
amajor obstacle was the rotation of resi-
dents through the clinics to such an ex-
tent that 80% of physicians were part-
time. The medical director succeeded
in changing the system, and 80% of
physicians are now full-time. For part-
time rotating residents, teams were es-
tablished with a full-time nonphysi-
cian serving as the team anchor. The
scheduling reform, together with the
medical director’s tireless persuasion of
countless people in the institution, en-
abled the second attempt to succeed.
Other public hospitals are currently
working to emulate this improvement
in access for the nation’s lowest-
income patients.”

Practice A: A Small
University-Based Practice

The medical director of this practice re-
turned from a meeting at which ad-
vanced access was presented excited
about the concept. A committee of cli-
nicians and administrators was as-
sembled to initiate the innovation. How-
ever, the 6 key changes—balancing
supply and demand, working down the
backlog, reducing appointment types,
developing contingency plans, reduc-
ing demand, and increasing capacity—
were not put into practice. Nor was a
model for organizational change
adopted.’ The innovation never moved
from planning to implementation stage.
The reform withered.

Practice B: An Integrated
Delivery System

A health system in a medium-sized city
launched advanced access at some pri-
mary care sites. In one site, the third
next available appointment for some
physicians was 40 days. The backlog
was reduced and advanced access was
achieved. However, some physicians left
and demand increased due to the clos-
ing of another nearby primary care site.
With this mismatch of demand and ca-
pacity, access deteriorated. The site re-
turned to a carve-out system, but is now
attempting advanced access again.

In another primary care site in the
same system, most physicians never em-
braced the idea, thinking that the re-
form was being pushed by administra-
tors for the purpose of increasing
market share. Most physicians were
part-time, had hospital as well as am-
bulatory care duties, and were used to
maintaining tight control over their
schedules. The site has had difficulty
obtaining outpatient charts from the
hospital’s medical records depart-
ment, making the physicians wary that
same-day appointments would result in
even fewer available charts. Due to this
combination of real system con-
straints and resistance to change, the
site never made a serious attempt at ad-
vanced access.

Practice C: A Community
Health Center

A community health center serving a
low-income urban population at-
tempted to initiate advanced access but
did so in a rigid manner. The health
center made it difficult for patients to
obtain prescheduled appointments by
requiring most patients to call by tele-
phone on the day they wished to come.
The telephone system became so over-
burdened that many patients were un-
able to call. Although access im-
proved for those patients able to be seen
promptly, access diminished for other
patients. Clinicians became con-
cerned that elderly and disabled people
appeared less able to navigate the new
system. This example reveals that ad-
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vanced access must be implemented in
a flexible manner, attuned to the par-
ticular needs of each institution and its
patients. Some patients—the chroni-
cally ill and children with special
needs—probably fare better with pre-
scheduled appointments. Advanced ac-
cess is not meant to punish patients by
restricting prescheduled appoint-
ments that some patients prefer or need.

Lessons of the Case Studies

Practices that successfully imple-
mented the advanced access model
measured their demand and capacity
and developed contingency plans to
match capacity and demand daily.
When asked if the energy needed to
sustain the advanced access model was
burdensome, one physician re-
sponded, “Itis far less effort than han-
dling the daily triage and double-
booking chaos of the old system.” Most
practices reported that managerial time
is needed on a permanent basis to sus-
tain advanced access. In order to in-
crease capacity, some successful prac-
tices have created team structures to
delegate some tasks formerly per-
formed by physicians to other prac-
tice staff. All practices had trouble work-
ing down the backlog—a problem
especially difficult in larger organiza-
tions when advanced access was intro-
duced as a management-generated
rather than a physician-generated con-
cept—with the goal of increasing pa-
tient satisfaction and market share. Be-
cause the benefits of advanced access
come more quickly for management
(decreasing appointment delay) than for
physicians (a less stressful workday),
motivating employed physicians to un-
dertake this innovation is not easy. Ad-
vanced access is more easily accom-
plished in smaller private offices and
when it is initiated by physicians who
are owners of the practice and are there-
fore motivated to reduce hassles cre-
ated by denying patients prompt ap-
pointments.

The practices that did not succeed
in implementing advanced access
stumbled for a variety of reasons. Prac-
tice A never moved beyond the neces-
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sary task of working down the back-
log. Practice B achieved initial success,
only to have the model falter when con-
fronted with abrupt and unexpected
changes in supply and demand. Prac-
tice C encountered fundamental prob-
lems in managing telephone demand
and in flexibly balancing internal and
external visit demand from a vulner-
able patient population.

Interview respondents invariably
mentioned 2 characteristics as essen-
tial to achieving and sustaining ad-
vanced access: (1) the willingness of the
majority of physicians to make a ma-
jor change in their mode of function-
ing, and (2) ongoing administrative
support and leadership.

In the following 2 fictional vi-
gnettes, we distill many of the com-
mon problems that practices we inter-
viewed encountered in sustaining
advanced access and the approaches
used to overcome these problems.

Confronting Problems

Dr F, a family physician, is very popu-
lar with her patients. Whereas the other
7 physicians in her practice have panels
of 1600 to 1800 patients, her panel ex-
ceeds 2500, many with long-term condi-
tions. After finally eliminating her back-
log, she was pleased to find that 50% of
her appointments were open each day.
However, she received an average of 24
telephone requests for appointments each
day, with only 12 open slots. Although she
attempted to “do today’s work today,” her
backlog was reaccumulating. Her future
open capacity sank to 15%. Dr F did not
want to return to the old way, but she
could not sustain the new way. She de-
manded a meeting with the practice ad-
ministrator.

Sustaining advanced access after
eliminating the backlog is an active daily
process. What tools could practices use
to help overpaneled physicians like Dr
F, whose demand exceeds her capac-
ity? The administrator and Dr F first
agreed to protect Dr F from some ob-
vious sources of excessive demand for
visits. Dr F’'s schedule was closed to new
patients not already in her patient panel.

Dr F would no longer see patients of
other physicians on days when her col-
leagues were not working or on vaca-
tion. The administrator and Dr F, ac-
knowledging the relative undersupply
of clinician resources for Dr F’s panel,
agreed to transfer an underutilized
nurse practitioner from another site to
form a care team with Dr F. In addi-
tion, the practice administrator real-
ized that he needed to more actively
manage schedules. He assigned a des-
ignated staff scheduler to work with all
physicians’ schedules on a daily basis
in order to match demand and capac-
ity. Schedules for all physicians were to
be kept largely empty on Mondays
(when demand is greatest) and during
the week following a vacation. Similar
contingency planning would be done
for periods of increased demand such
as during influenza season. Finally, Dr
F and the practice administrator em-
barked on some innovative strategies
to redesign the care process. A nurse or
medical assistant—no longer needed to
perform triage functions—would be
trained to assist Dr F in routine fol-
low-up visits for stable hypertensives
and diabetics. The practice would de-
termine which patients on Dr F’s panel
were frequent utilizers and arrange for
care managers, family members, or
home care nurses to assist in their care
in order to reduce their demand on Dr
F’s time. Dr F would also be assisted in
arranging a weekly group medical visit
allowing her to see 15 patients in a
2-hour period.

Dr S was not convinced. After hearing
about the success of the new model at the
pediatric site of his practice, some of his
internal medicine colleagues wanted to try
it. Dr S resisted. “My panel has chroni-
cally ill, elderly patients. My diabetics
need to come each month. My heart fail-
ure patients need to come regularly. My
schedule is filled with prebooked appoint-
ments. This is not for me.”

Dr S has a point; physicians with
many patients with long-term illness
have trouble guarding white space on
their appointment books. Some prac-
tices solve Dr S’s problem by making
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“pending appointments”—asking them
to call for a follow-up visit in, for ex-
ample, 2 months. Rather than pencil-
ing the appointment into the appoint-
ment book, the date of the pending
appointment is entered into a com-
puter or tickler file so that the patient
can be sent a reminder. Such a system
avoids filled appointment books while
preventing patients with long-term ill-
nesses from falling between the cracks.
Many physicians succeed in keeping
50% of their appointments open; those
with large panels of elderly patients or
newborns have more appointments
booked in advance.

The advanced access model has a po-
tentially symbiotic relationship to the
chronic care model, described in ear-
lier articles in this series.®” In the
chronic care model, patients with stable
illness can be followed up with planned
visits performed by nonphysician care-
givers under physician-created proto-
cols, thereby reducing demand for pre-
scheduled physician appointment slots
and helping to match demand and
capacity. At the same time, the ad-
vanced access model allows patients
with an acute exacerbation of their ill-
ness to have prompt access to their own
physician.

Need for Research

on Advanced Access

The case study findings presented
herein invite corroboration with more
rigorous study designs. A number of
questions deserve research attention.
Should elderly patients with certain di-
agnoses be encouraged to request same-

day appointments or should they be
scheduled in advance? Are certain pa-
tient panel characteristics not appro-
priate for the new model? Does im-
proved access for some types of patients
potentially come at the expense of di-
minished access for others? Does ad-
vanced access reduce delays in a man-
ner that actually improves clinical
outcomes, such as more rapid recov-
ery from acute illnesses and avoidance
of exacerbations of chronic condi-
tions? Are physicians working shorter
or longer hours under advanced ac-
cess, and how does physician stress im-
pact the sustainability of the model?
Can advanced access be sustained over
many years, or will it wither as enthu-
siasm for the novel is no longer a ma-
jor motivation for the reform? Ad-
vanced access is spreading rapidly in
primary care and should become a pri-
ority topic for research. Professional or-
ganizations, health systems and fun-
ders of health services research all have
a stake in ensuring that advanced ac-
cess models are subjected to prospec-
tively designed, rigorous evaluation.

How to Begin
Timely access to primary care is a prob-
lem for many patients. Primary care
practices must become more innova-
tive in designing new scheduling mod-
els to resolve this problem. In an era
calling for creativity and experimenta-
tion in primary care, the advanced ac-
cess model is a notable approach to re-
forming basic scheduling procedures.
Primary care practices with access
problems can take some initial steps to

evaluate their potential for moving to
advanced access. The first step begins
with collecting baseline data on de-
mand, capacity, panel size, continuity
rates, and each physician’s third next
available appointment. Most offices and
clinics can readily measure these indi-
cators using existing scheduling tem-
plates and staffing records and by moni-
toring calls for appointments. Once
baseline data are collected, the prac-
tice must assess whether capacity is suf-
ficient to satisfy visit demand. This as-
sessment involves examination not only
of overall demand and supply, but more
importantly of daily and seasonal fluc-
tations in demand and supply that cre-
ate mismatches and scheduling bottle-
necks. Practices not ready to immerse
themselves in an advanced access model
may take the smaller steps of initiat-
ing incremental reforms in schedul-
ing, such as planning more systemati-
cally for staffing contingencies like
vacations, rethinking triage proce-
dures, and redesigning routine office
visits to make more effective use of cli-
nician time.

Before taking the plunge into ad-
vanced access, it is important for pri-
mary care practices to hold serious dis-
cussions about their desire to undertake
this reform. It is natural for the hu-
man mind to push today’s work off un-
til tomorrow. Advanced access re-
quires that physicians begin to think in
a new way: to pull tomorrow’s work
into today.

Disclaimer: Mark Murray & Associates assist medi-
cal practices to institute advanced access and other
practice improvements.
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