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ABSTRACT

Background and Purpose: Open access scheduling is a model that allows patients to choose appointments at their convenience
in an effort to provide timely access to healthcare. Healthcare providers typically have overbooked schedules that make it
difficult to provide access to primary care appointments for patients in need without long wait times. The purpose of this quality
improvement project was to implement open access scheduling at a federally-qualified health center to evaluate the number of
missed patient appointments and the amount of time it takes to receive an appointment.
Method: Patient appointments (N = 1,333) were analyzed via the AllscriptsTM electronic computer system. During project
implementation, staff utilized a written protocol for open access that had been tested at a satellite office with successful results.
Patients were placed in appointment slots daily as they were available.
Conclusion: The highest no-show rate prior to implementation was 42%, which improved after open access to 27%. Average
third next available appointment trended downward post-implementation from 8.9 days three-months pre-intervention to 4.3 days
three-months post-implementation. This scheduling model was successful in decreasing no-show rates by allowing patients to be
seen in a timely manner and can be utilized in primary care to improve access to healthcare.
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1. INTRODUCTION

Accessing quality healthcare care can be difficult in any area,
but it is especially challenging in rural areas due to the short-
age of healthcare providers and adequate resources such as
employment, insurance, and transportation. According to
the United States Department of Health and Human Ser-
vices,[1] 62 million Americans currently reside in rural areas
across the United States and approximately 20% of the rural
population is uninsured. Patients in rural areas are at a dis-
advantage because many are unable to afford routine visits
at a primary care provider’s office. To address the needs
of medically underserved areas, Section 330 of the Public
Health Service Act developed federally-qualified health cen-

ters to provide healthcare for uninsured and underinsured
patient populations.[2] The federally qualified health center
where this quality improvement project was implemented is
located in the upstate area of a southeastern state and was
opened in 2012 to serve as the primary care medical home
for disadvantaged and uninsured residents. The providers at
this clinic had overly booked schedules, making it difficult to
provide access to primary care appointments for everyone in
need without long wait times. An AllscriptsTM[3] computer
practice management review of appointments for Novem-
ber 2014 indicated that patients frequently missed routine
appointments when the wait time for an appointment was
over three to four weeks. The implementation of an open
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access scheduling model allows patients to choose same-day
appointments at their convenience.

1.1 Background and significance
A number of pertinent reviews and research studies have ad-
dressed open access scheduling and the effects of this model
on improving patient care. DuMontier, Rindfleisch, Pruszyn-
ski, and Frey[4] implemented a multi-method intervention to
reduce no-shows in an urban clinic. Cameron, Sadler and
Lawson[5] contends that no-show rates are calculated by not-
ing the appointments that patients either did not arrive in the
office or canceled with less than one half day of notice. Dur-
ing the implementation process this primary care clinic mod-
ified their schedule templates to accommodate open access[4]

and an analysis of 384,561 appointments showed that the rate
of no-show appointments decreased from 33.3% to 17.7%
after open access implementation. This study suggested that
a multi-method approach, which included interviews with
patients, double-booking appointments and implementing
open access, was successful in improving no-show rates for
appointments. There are several other research studies sup-
porting the use of open access scheduling to improve access
to healthcare.

In their study of same-day appointments, Cameron, Sadler,
and Lawson[5] used the third next available appointment as a
measure of the amount of time between a patient’s request
for an appointment and the third next available appointment
for a routine visit. The third next available appointment is a
more accurate assessment of next available appointment due
to cancellations and other unpredictable events according to
the Institute for Healthcare Improvement.[6] Cameron and
colleagues[5] implemented a six-month trial of open access
scheduling starting in October 2008 and found a signifi-
cant decrease in third next available appointment from 13.7
days to 3.6 days (p < .001). Additionally, monthly no-show
rates decreased from 3.33% to 1.89% (p < .001).[5] Another
evaluation of open access scheduling by Mehrota, Keehl-
Markowitz, and Ayanlan[7] reviewed the implementation of
open access scheduling at six primary care practices from
2003-2006. Mehrota and colleagues[7] used Loess Smooth-
ing technique in Statistical Analysis System to chart trends
in third next available appointment. After four months of
open access scheduling, practices decreased the mean wait
time for third next available appointment from twenty-one
days to eight days.[7]

1.2 Purpose of the project
The purpose of this project was to implement open access
scheduling at this site with the intended improvement of
decreased patient no-show rates and decreased third next

available appointment time in an effort to improve patient
care. The clinical question was, “Will the implementation of
same-day appointments decrease the frequency of missed ap-
pointments and third next available appointment time within
three months?”

2. METHODS

2.1 Setting and target population
This quality improvement project was implemented in a
federally qualified health center in the southeastern United
States. The target population was adult clinic patients 18
years of age and older and the project involved implementing
open access scheduling for these patients in order to assess
the effectiveness of this system change at the clinic. An
analysis of patient appointments was performed for those pa-
tients who were seen at this clinic during the implementation
period.

2.2 Interventions
The goal of open access scheduling implementation is to
have more available appointments each day, essentially mak-
ing it easier for patients to be seen as soon as possible by
their provider. The administrative and nursing staff at the
clinic were educated during a staff meeting about open access
implementation in March 2015. In order to start implement-
ing this project, an analysis was performed of current data
such as no-show rates for appointments and third next avail-
able appointment using AllscriptsTM.[3] The front staff at
the clinic completed a daily report from Feb 2, 2015 un-
til March 22, 2015 to track the number of requests daily
for appointments, providing an assessment of predicted de-
mands for appointments. During this time period, the average
number of appointment requests was ten per day. In an ef-
fort to reduce backlog, the clinic increased the number of
daily appointment slots and standardized all appointments
to fifteen-minute increments. There was no distinction be-
tween routine and urgent care slots in an effort to simplify
appointment types. The schedule was updated to include
twenty-nine daily appointment slots with 65% of those ap-
pointments being available for same day and the remaining
slots for physical exams and selected routine follow-up. A
written protocol for implementing open access scheduling
was developed specifically for this project and adopted from
the company’s open access scheduling policy used at a satel-
lite pediatric office. During this phase of implementation, the
schedule was not 100% open access in an effort to evaluate
effectiveness during this period and find the best scheduling
matrix for this clinic.

After analyzing pre-intervention data, educating staff mem-
bers, reducing backlog of patients, and simplifying appoint-
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ment slots, the clinic developed a handout to educate patients
on how appointments are scheduled. Patients were informed
that if they need to be seen for an acute sick visit they can
begin calling the office starting at 8:00 a.m. on the day they
need to be seen. Patients were educated via a handout that
was distributed starting April 1, 2015 and continuing through
open access implementation. The administrative front office
staff was given open access instructions with prompts and a
flow sheet to guide them through the process of scheduling
patients. Patients were placed in appointment slots for that
day, as they were available. The overall goal was to have the
patient seen on the same day, but routine appointments were
scheduled within two-to-five days depending on demand. Pa-
tients were able to request medication refills via phone as
previously done in the office with all medication refills being
addressed by the provider within 48 hours. In an effort to
restructure follow-up scheduling as proposed by Mehrota,
Keehl-Markowitz and Ayanlan,[7] patients were asked to
call and schedule their follow-up appointment within a time
frame advised by the provider. For example, if a patient was
seen for chronic hypertension and diabetes management and
the provider decided the next visit should be in three months,
the patient received a card at checkout indicating the week
they needed to call back to schedule the follow up appoint-
ment. Patient reminders were placed in the AllscriptsTM[3]

creating a task for the front office staff to call the patient if
they have not requested an appointment within the suggested
timeframe.

A proposed contingency plan was created in an effort to
prepare for unpredictable events during implementation. A
proposed contingency plan for this clinic involved staff mem-
bers assisting other staff with tasks in an effort to support the
provider during the clinical day. For example, administra-
tive staff assisted the nurses with records requests, referrals,
and clinical paperwork. The company provided replacement
personnel when a primary provider was out on temporary
leave or vacation. Since it is standard practice for the com-
pany to send a floating provider during absences, there was
not any significant budgetary impact on the clinic for this
replacement. In an effort to cover the clinic in the case of
unplanned absences for emergencies or sickness, the clinic
utilized providers from the float pool to work. Monthly
meetings were held with the staff in order to evaluate the
implementation process. Staff members were allowed to
express their thoughts and give input on proposed changes
during these meetings.

On May 1, 2015 the clinic implemented open access schedul-
ing and during the implementation process front office staff
placed patients in appointment slots as available on the day
the patient requested an appointment. If no appointment slot

was available, patients were given the next available opening
within five days. If scheduling staff were unable to find an
available appointment within five days they consulted with
the provider to determine whether the patient could be added
to existing schedules. There was a registered nurse assigned
to triage phone calls and determine, with the advice of the
available provider, if those patients requiring immediate care
should come in on the same day, regardless of appointment
availability. In an effort to maximize appointment slots, all
medications were reconciled by the nursing staff and veri-
fied by the provider during the visit. Alternate methods of
care delivery including nurse visits for labs, immunizations,
and blood pressure checks helped with patient care delivery.
The established online portal service allowed patients the
ability to request prescription refills, communicate with their
providers, receive secure messages and retrieve limited test
results. Scheduling of essential referrals and procedures were
completed before the patient was discharged from the office.

A staff meeting was held two weeks after implementation
as each provider noticed an increased number of no-show
appointments despite the new scheduling model. Providers
and administrative staff discovered in a staff meeting that
the front office staff had not been placing reminder calls
to patients before their appointments, which was a stan-
dard of practice prior to implementation. This action likely
caused some patients to no-show for their appointments
since they had not received reminder calls. After reviewing
AllscriptsTM,[3] results showed that front office staff mem-
bers were overriding same day appointment slots and placing
patients in those slots more than five days ahead of time,
which may have affected appointment availability. Another
change in practice demand and availability occurred when a
provider left the practice a few weeks after open access im-
plementation that caused an increase in appointment demand.
The physician that resigned moved to a different practice
and was replaced by a temporary locum physician. The new
physician provided care for patients who were previously
seeing the physician that left the practice. This provider’s
schedule remained open for appointment slots, however these
appointments were not included in the appointment analy-
sis for this project since the change occurred after open ac-
cess implementation in June 2015. Open access scheduling
was implemented during the months of May to July 2015
with post-implementation data collected for six weeks after
project implementation.

2.3 Data collection
Pre-intervention data on the number of patients who had
missed appointments at this clinic were collected from
monthly chart reviews using AllscriptsTM.[3] Third next
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available appointment was calculated in number of days
using AllscriptsTM because it is a more accurate assess-
ment of next available appointment due to cancellations and
other unpredictable events.[6] Post intervention data was col-
lected for six weeks after open-access implementation using
AllscriptsTM[3] computer system to monitor no-show rate per-
centages of third next available appointment in number of
days.

All data was collected via the double password protected
AllscriptsTM[3] computer system for appointment analysis.
This process was exempt from institutional review board be-
cause of the Health Insurance Portability and Accountability
Act 45CFR46.101 (b) 2, 45 CFR 46 102 (f) and 45CFR164
(a)-(c), since the data excluded patient identifiers such as
name, sex, race or medical record number. The project data
was stored on the double password secure laptop provided by
the clinic and only accessible by the authorized user while
assessing information for project implementation.

2.4 Data analysis
A comparison of pre- and post-intervention no-show rate per-
centages was completed using Microsoft ExcelTM statistical
analysis. The third next available appointment was analyzed
in the same manner by comparing pre- and post-intervention
number of days to appointment to determine if there was
an improvement in the amount of time it takes a patient to
receive an appointment.

2.5 Measurements and calculations
Measurement outcomes included calculating the rate of
no-show appointments as well as third next available ap-
pointment time. No show rates were calculated using
AllscriptsTM[3] appointment analysis during the implementa-
tion period. This system provided no show rate percentages
by evaluating the number of patients who actually arrived
for their appointment divided by the number of scheduled
appointments daily. In addition, there are several instruments
for calculating third next available appointment. According
to Cameron, Sadler and Lawson,[5] third next available ap-
pointment is an accurate method to calculate the amount of
time until an appointment is available by counting the num-
ber of days between a patient’s request and the third available
appointment. This method is used because research shows
that the first and second available appointments may be avail-
able due to chance, last minute cancellations or other unpre-
dictable events.[6] Third next available appointment provides
a more accurate assessment of available appointment and
in accordance with standardized methods this calculation
was used to analyze third next available appointment for this
project.

3. RESULTS
There were 1,333 patient appointments accessed via the
AllscriptsTM[3] computer practice management during the
months of May-July, 2015. During the seven month, pre-
intervention period of no-shows, the highest no-show per-
centage was 42% in December 2014. In April 2015, imme-
diately prior to implementation, the no-show rate dropped
to 28% (see Figure 1). After implementing open access
scheduling, no-show percentages were lowest in July 2015
at 27%. These findings suggest that open access scheduling
was effective in decreasing no-show rates in this primary care
clinic. Another measure of success during this project imple-
mentation was the average third next available appointment.
Average third next available appointment trended downward
post-implementation of open access scheduling from 8.9
days three-months pre-intervention to 4.3 days three-months
post-implementation (see Figure 2). The findings from this
project suggest that open access scheduling allows patients
to be seen at a time that is convenient for them in an effort to
improve patients’ access to care. Additionally, utilizing open
access scheduling decreases the amount of time for patients
to receive primary care appointments.

Figure 1. No show percentages pre and post implemation

Figure 2. Average third next available appointment (TNAA)
in days pre and post implemation
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There were limitations to this project that would need eval-
uation during future implementation phases. The first limi-
tation was that, prior to implementation, the practice hadn’t
worked through previously booked appointments. Patients
were scheduled in February 2015 for routine appointments
set in May or June 2015. These pre-scheduled appointments
affected availability during the implementation period. By
increasing scheduling capacity, providers are able to see
previously scheduled patients as well as same day appoint-
ments in an effort to work through the backlog of patient
appointments. Also, during the implementation period the
office front staff stopped making reminder telephone calls
to patients for their appointments, which may have affected
the number of patients that did not show up for their ap-
pointments. In June 2015, after reviewing AllscriptsTM[3]

system results showed that front office staff were overriding
same day appointment slots and placing patients in those
slots for routine appointments daily. These actions also af-
fected appointment availability by reducing the number of
same day appointments available. The practice’s scheduling
model now relies on a two-to-five day appointment window.
Ideally, a patient should receive an appointment during this
time, but if there are no available slots, schedulers notify
the provider immediately so that patients can be accommo-
dated. Adopting these changes and adhering to reminder
calls will improve future efforts at open access scheduling at
this practice.

4. DISCUSSION AND CONCLUSION
Open access scheduling is beneficial for patients because it
provides care to patients when they need it. Practices utiliz-
ing this scheduling model are able to meet the demands of
their patients in a timely manner. Overall, open access de-
creases long wait times for appointments and promotes qual-
ity healthcare. Similar to findings by DuMontier, Rindfleisch,
Pruszynski and Frey,[4] this quality improvement project also
found a decrease in no-show rates while implementing open
access scheduling. In addition, as discovered by Cameron,
Sadler and Lawson,[5] open access implementation signifi-
cantly reduced the time to third next available appointment.

This project differed from the above-mentioned studies due
to the fact that there was no time set aside to work through
the backlog of patient appointments prior to implementation.
In addition, the staffing change during implementation of
this project lead to some increased costs while the clinic em-
ployed temporary locums physicians until permanent staffing
changes were made. Implementing open access scheduling
over several series of change cycles may prove the most effec-
tive method for changing a scheduling process. In addition,
double-booking appointments as suggested by Dumontier
and colleagues[4] also could be an effective method of con-
trolling no-show rates for appointments.

There are several implications for other practices deciding to
utilize open access as a scheduling model to improve acces-
sibility in their practice. Future projects may need to explore
how to predict demand so that there is an adequate number
of appointment slots open daily to meet external demand. In
addition, identifying high demand periods of the year may
be a helpful indicator of when to increase or decrease open
availability. While it is difficult to predict changes in staffing
providers, clinics interested in implementing this scheduling
model should include proposed budgets for hiring temporary
locums providers or clinical staff. Alternate methods of care
delivery including nurse visits, promotion of self care, and
telephone triage protocols may be helpful in reducing de-
mand and allow providers to communicate effectively with
patients. Adopting an effective care delivery model also will
help clarify role responsibilities within the practice. Open
access scheduling not only meets demands of the growing
healthcare industry, but it also allows patients to be active
participants in their care delivery.
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