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How to Provide

Without Working
More Hours

WAITING
ROOM

Working differently can be the key
to greater access and satisfaction
for both you and your patients.

eeting patients’ needs for access to care is

one of the most frustrating challenges fam-

ily physicians face. Physicians generally

want to provide care for their patients at all
times — when they are sick and when they are healthy, for
acute care or for routine check-ups — but doing so is get-
ting harder. As more people gain access to insurance cov-
erage and the population ages, medical care is becoming
more complex, lengthening visits, and in some cases
reducing the number of patients that physicians can see
in a given day. Additionally, many patients’ work hours
mirror those of their physicians, making mutually conve-
nient appointment times difficult to come by.

There are several ways that family physicians can make
themselves more available to their patients without fur-
ther overextending their practice’s resources. And access
must not always mean face-to-face contact;
physicians can make the resources of their
practices available even when they them-
selves are not. No one solution is best for
all physicians or practices. By determining
the most appropriate changes, physicians
can help avoid common access problems,
improve patient satisfaction, and hopefully
preserve some of their own sanity.
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Appointment scheduling

Traditionally, access is considered the availability of
face-to-face office visits. These visits are what drive physi-
cian reimbursement in most payment models and are the
form of care that patients value most. During such visits,
physicians can best assess their patients’ physical status
and build close working relationships. For this reason,
patients typically have a persistent, if unrealistic, desire to
see their physicians whenever needed.

Insurers are pushing for greater appointment access
too. Some now require that participating physicians
have appointments available to patients within a certain
number of days. In some cases, being able to create more
access, and thereby reducing the length of time patients
must wait for an appointment, may be the difference
between meeting the terms of the insurance agreement
and facing penalties or exclusion.

The timing of a physician’s next available appointment
is a common metric used to determine whether access is
adequate. However, it can over-estimate availability in
some cases. For instance, a physician might be able to
provide an appointment on the day the patient calls to
request one, but if the appointment became available
only because of a cancellation and appointments for the
next 10 days are full, the physician’s true availability to
patients is much more limited. Looking at the third next
available appointment, as some insurers do, provides a
truer assessment of a patient’s ability to access care.

Whatever the metric, all too often, when patients
call their physician’s office for an appointment, they are
disappointed. In general, most family physicians make
appointments easily available for acute needs, but patients
seeking appointments for chronic care maintenance, well
visits, or other nonacute reasons face longer wait times.

Much has been published on various scheduling mod-
els. Each model has specific advantages and disadvantages
affecting the ability of patients to get an appointment
when they want one.

Some practices carve out a number of daily appoint-
ments for last-minute needs. However, they typically set
aside these appointments for providing acute care, not for
managing chronic care needs. Patients with chronic con-
ditions who have difficulty planning in advance (due to
work scheduling issues, for instance) may still be unable
to access needed care.

Our scheduling model is a form of “advanced access”
that combines traditional and same-day scheduling while
minimizing the drawbacks of each. My institution makes

part of each day’s appointments available at set intervals
ahead of that date. For instance, a portion may be opened
a month in advance, another portion opened a week in
advance, and the remainder opened on the same day.
Patients may schedule these appointments for any rea-
son, which reduces the risk of unused appointments and
makes it more likely patients can get the care they need at
the time they desire.

Some pitfalls that our practice faced when implement-
ing this included explaining the model to patients and
keeping exceptions to a minimum. Because the model
runs contrary to how patients typically understand
appointment scheduling, it can be confusing. But, over
time, our patients came to understand that they will be
more likely to be seen when they want to be seen — and
by their own physician.

We also found that well-meaning staff members have
a tendency to override the scheduling model, filling
appointments that are not technically available at the time
of scheduling. When this happens, we lose immediate
availability for patients who need timely follow-up for
chronic care but don’t schedule it until the last minute. If
schedule overrides of this type happen frequently, it usu-
ally indicates that the practice is attempting to care for too
many patients. Options for dealing with this situation will
be addressed later. We have continued to counsel our staff
to respect the limits placed on providers’ schedules to help
maintain availability, and we monitor this issue regularly.

Nontraditional office hours

Appointment slots are helpful only if they are at times
when patients can use them. Traditional office hours may
not be sufficient for the increasing number of households
in which all the adults work during the day or for people
holding two or more part-time jobs. Additionally, the
patient-centered medical home model encouraged by
many payers values practices having these additional hours.
However, most family physicians would like to keep
more traditional schedules. Harmonizing the needs of our
patients with our own desires is challenging but possible.

Many patients cannot attend workday appointments
except during their lunch hour. To better accommodate
them, a multiple provider office could stagger midday
breaks or a solo physician could take his or her midday
break an hour earlier or later than normal. This change
can significantly increase access without adding cost or
increasing work hours. »
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The scheduling
model used in the
author’s practice
allows patients to
schedule future
appointments as
well as same-day
visits.

Staggering midday
breaks to open up
lunchtime appoint-

ments or altering
start or end times
to open up appoint-
ments before or
after traditional
work hours can
improve access for
working patients.

Physicians can even try shifting their daily
schedule to start earlier or end later to increase
their availability to patients who work more
traditional hours. For example, in our practice,
physicians alternate between a noon start time
and a morning start time on a weekly basis.
This allows us to make evening appointments
available. Although being open for longer
hours increases staffing and facility costs,
patient satisfaction has increased, and because
the evening appointments are so well used,
they have increased our revenue beyond what
traditional appointment times would typically
produce.

Many of our patients have asked for Satur-
day appointments, and we plan to add them
in the future. First, we must solve challenges
with staffing and building availability and
then carefully assess the financial implications.

Clinical staffing

Patients ideally should receive all of their pri-
mary care from their own family physician.
But it is sometimes necessary for patients to
see other providers both inside and outside
the physician’s office.

Physicians in a large group, for example,
may have urgent care centers in their network
that can facilitate continuity of care by mak-
ing referrals and sharing of medical records
easier. Good communication with these
urgent care providers can ensure that patients
receive the same high-quality care they would

GETTING GOING

QUICK EASY CHEAP

IN THE AUTHOR’S OWN WORDS
Dr. Manard provides additional details
on how his practice uses its online portal

to increase patient access in a video
available with the online version of
this article (http://www.aafp.org/
fom/2015/0500/p24.html).

receive in the physician’s own office.

Many family physicians, especially solo
family physicians and those in small practices,
don’t have this option. However, if an urgent
care facility in the community keeps hours
that complement a physician’s own, practices
may find it useful to directly contract with
these facilities. The terms of such a contract
may include communication expectations and
follow-up arrangements.

Many practices use physician assistants
and nurse practitioners to provide acute
care or handle “overflow.” Other practices

Adjust the panel size by eliminating
contracts with lower-paying insurers
or temporarily closing the practice to
new patients.

Provide more acute patient care by
phone; some practices use this to treat
urinary and upper respiratory tract
infections.

Shift office hours a few hours earlier

or later on some days to create more
appointment availability for working

patients.

Customize the practice website to
offer patient advice, including both
general content and content linked to
the practice.

Divert acute care, especially in
otherwise uncomplicated patients, to
urgent care centers.

Have staff answer all phone calls,
freeing physicians to focus on seeing
patients.
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Switch to a form of advanced access
that allows same-day scheduling but
also opens up dates for future visits.

Manage more chronic care either by
telephone or through a patient portal;
it saves time, and patients still attend
appointments when needed.

Evaluate the need for additional
nonphysician clinicians; used
appropriately, they can pay

for themselves and free up the
overstretched physician.
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combine a physician and one of these provid-
ers into a dyad that provides all phases of a
patient’s primary care. The nonphysician
provider is able to focus on patient educa-
tion and coaching, while the physician con-
centrates on the more cognitive aspects of
care. By having each provider perform tasks
best suited to his or her level of training, my
practice has found that the dyad can deliver
higher quality care faster. Further, adding
nonphysician providers can be a net financial
gain for the practice, because the increase

in capacity usually produces revenue that
exceeds their salary.

Other clinicians, including licensed practi-
cal nurses and medical assistants (MAs), can
also help. Practices too often fall into the trap
of limiting these versatile staff members to
such things as getting patients ready for the
physician to see, administering immuniza-
tions, or managing telephone calls. While
they have more limited training, these team
members can be used more fully, leaving
physicians free to care for more patients.
Some practices, as part of implementing a
patient-centered medical home model, have
improved care for their entire patient popula-
tion by using MAs as health coaches, having
them perform outreach services for complex
patients, and making them accountable for
the outcomes.!

A final staffing consideration is whether the
practice is getting the most efficiency from its
current team members, at all levels. If a physi-
cian is unable to manage a volume of patients
comparable to others in the practice, it may be
appropriate to part ways. If other team mem-
bers are unable to manage phone calls, patient
emails, or other patient contacts in a timely
manner, it may be time to look for replace-
ments. Of course it’s important to provide
feedback and support improvement efforts
before making such a decision. Terminating
an employee can certainly create short-term
hardships, but it may be the best long-term
solution for a practice and its patients.

Panel size

Almost every family physician will feel at some
point that he or she is trying to care for too
many patients. Objectively demonstrating this
can be challenging, but the right data can help
make the business case for making changes.

It has been previously reported that the aver-
age primary care physician provides care for
2,300 to 2,500 patients.>®> However, to provide
adequate care for such a panel, including all
recommended preventive services, a physician
would have to work more than 20 hours a day.*
If the physician received help from nursing
and other support staff, as described earlier, he
or she could provide all of these services for
a panel of between 1,400 and 1,900 patients,
depending on what tasks are delegated.

In our practice, we have tried to objectively
determine the number of patients for whom
a physician can adequately provide care. We
use this number to determine whether the
physician should accept newly scheduled
patients or refer patients to other physicians
in our practice. Using a previously published
formula,® we routinely evaluate the number of
visits a patient panel is expected to need annu-
ally and then compare that with the number
of visits a physician would ideally be able to
provide. If the former is greater, we close the
panel to new patients or restrict the number
of new patients. If the latter is greater, we
increase the number of new patients seen by
that physician. While our process is designed
for a group practice, a solo physician could

PATIENT ACCESS

Partnering with
urgent care cen-
ters or using other
clinicians in the
practice can help
reduce acute care
“overflow.”

Practices should
consider whether
physicians and
staff who routinely
fall behind can
improve or should
be replaced.
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Reducing an over-
worked physician’s
panel size doesn’t
necessarily lead to
lower revenues or
productivity.

Providing patients
the information
they're looking for
remotely may mean
that a visit isn't
necessary.

Communicating
with a patient
through a portal is
often quicker and
easier than return-
ing a phone call.

If patients are provided ready access to
their physician’s knowledge, this often meets
their needs without an appointment.

apply the same logic, gradually adjusting the
number of new patients accepted by the prac-
tice (in compliance with payer agreements) to
ensure availability for current patients.

Some physicians might worry that reduc-
ing the size of their panels would hurt their
finances. In our practice, we have not found
that to be true. We have successfully closed
the panels of overburdened physicians, allow-
ing attrition and recommended reassignment
during the course of one to two years, with
no net decrease in visit volume or billing. In
fact, one provider saw an increase in net rela-
tive value unit generation with a significant
decrease in panel size.

Alternatives to face-to-face care

Most people expect prompt service, includ-
ing from their family physician. This doesn’t
always mean a face-to-face visit is necessary,
however. If patients are provided ready access
to their physician’s knowledge, this often
meets their needs without an appointment.

When a patient calls your office, how
quickly do you respond? Physicians have all
had patients who call hour after hour ask-
ing staff if the physician has answered their
question yet; at the same time, many other
patients never make the second phone call to
check. Both groups of patients are looking for
answers, but they have different approaches.
At least one payer, as part of an overall qual-
ity initiative, has asked our office to examine
how quickly we respond to phone calls. It is
important to remember that patients appreci-
ate hearing from their physician personally,
but they appreciate a prompt answer at least
as much. If practice staff can provide those
answers, either working with physicians on a
case-by-case basis or using previously estab-
lished advice and protocols to make indepen-
dent decisions, patients will generally feel that
they have the access they seek.

Practices that are struggling to keep up
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with incoming telephone call volume may
want to consider contracting with a triage
service to provide telephone advice or with
a scheduling service to manage those calls. A
practice will need to evaluate whether the
additional cost of such a service is worth the
benefit to patients, as costs are based on call
volume and can be significant.

Using a patient portal, especially when cou-
pled with an electronic health record (EHR),
can provide a form of availability. Taking a
minute or two to respond to a patient’s email
through the portal in between appointments
is quicker than a phone call and still provides
a prompt response. For medicolegal reasons,
physicians should limit the advice they pro-
vide through the portal to what they would
usually provide by telephone. Also, physicians
should be cautious using humor or other tech-
niques as emails lack many of the nonverbal
cues communicated over the telephone or
face-to-face (pauses, laughter, etc.). Even with
these limitations, however, patients have gen-
erally been satisfied with portals as a way to
access their physicians’ advice.’

Practices can use a patient’s health history,
stored in an EHR, to send customized proac-
tive messages referring the patient to pertinent
online resources and patient education materi-
als. For instance, our practice’s system gener-
ates a list of patients whose diabetes is poorly
controlled and emails them a request to dis-
cretely log their blood-glucose values through
the patient portal. This can allow us, based on
the system’s comparison of the numbers to
pre-established levels, to make changes to the
patient’s medication without needing a face-to-
face visit. We can also use these portal messages
to point patients toward materials on our web-
site or elsewhere that may help with lifestyle
changes and better disease management. Cus-
tomizing these messages based on the patient’s
medical history increases the likelihood that the
patient will pay attention to the content and
take action.
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Taking the first steps

There is no way to implement all of these
changes at once, and some may be inappropri-
ate for your practice. Look for changes that
work best with your particular management
style. The table “Getting going” on page 26
suggests some first steps to take, while FPM
articles that offer greater depth on these topics
are listed in “FPM resources for further read-
ing” on page 27.

Physicians know that in the current health
care environment, the need for services will
continue to grow. Given that they generally
cannot increase the number of hours each day
they’re available, making the most of those
hours is the best alternative. Using some of
these techniques, physicians can maintain or
improve satisfaction and potentially care for

more patients than previously possible. Meet-
ing these goals can help to ensure financial via-
bility and sustainability for years to come. [

An EHR portal can
be used to send
patients tailored
messages and
resources based on
their health history.
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