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ABSTRACT

PROBLEM ADDRESSED  Patients have to wait too long to see their family physicians. Open access, a new 
approach to office scheduling, has shown promise in reducing patient wait times to see primary care physicians. 

OBJECTIVE OF PROGRAM  To offer same-day appointments to most patients who call the office, thus reducing 
wait times as measured by the third available appointment. Reductions in no-show rates have also been 
reported by those who have adopted the open-access system. 

PROGRAM DESCRIPTION  Following extensive preparation, a 2-site academic practice in Halifax, NS, adopted 
open-access booking in October 2008. Data on third available appointment times, no-show appointments, and 
patient volumes were tracked before and during the yearlong implementation. 

CONCLUSION  The clinics recorded a substantial, sustained reduction in third available appointment time, 
indicating improved patient access. There was also a decline in no-show appointments. Patient volumes were 
unaffected.

Résumé

PROBLÈME À L’ÉTUDE  Les patients doivent attendre trop longtemps pour voir leur médecin de famille. Le 
système d’accès le jour même, une façon nouvelle de fixer les rendez-vous, semble capable de réduire le temps 
d’attente pour voir les médecins de première ligne. 

OBJECTIF DU PROGRAMME  Offrir un rendez-vous le jour même aux patients qui appellent, réduisant ainsi le 
temps d’attente, tel que déterminé par le troisième rendez-vous disponible. Ceux qui ont adopté ce système ont 
aussi observé une diminution du taux d’absences.

DESCRIPTION DU PROGRAMME  En octobre 2008, après une préparation minutieuse, une clinique universitaire 
d’Halifax, N-É, possédant 2 succursales, a adopté le système de rendez-vous le jour même. Les données sur le 
troisième rendez-vous disponible, le taux de rendez-vous manqués et le volume des patients ont été relevées 
avant et après un an d’essai.

CONCLUSION  Les cliniques ont enregistré une diminution importante et soutenue du temps pour le troisième 
rendez-vous disponible, ce qui indique un meilleur accès pour les patients. Une diminution du taux d’absences 
a aussi été observée. Le volume des patients n’a pas changé.
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Open access (also known as same-day scheduling or 
advanced access) is an alternative scheduling 
system that decreases wait times for patients 

and improves practice efficiency. This system, described 
extensively by Murray and Berwick,1,2 has been endorsed 
by the College of Family Physicians of Canada and the 
Institute for Healthcare Improvement. The goal of open-
access scheduling is to offer same-day appointments 
to patients calling to see their physicians, effectively 
reducing wait times and allowing primary care provid-
ers to deal with urgent and nonurgent demands on the 
same day patients call. It aims to decrease delays and 
improve physician access by limiting the proportion of 
prebooked patients. Open access has been successfully 
implemented in many different types of practice, includ-
ing large group practices,3 solo practices,4 academic res-
idency family medicine centres,5,6 pediatric clinics,7 and 
clinics for the elderly.8

According to a 2006 College of Family Physicians 
of Canada report, Canadian patients’ access to same-
day appointments with physicians was poorer than that 
of patients in the United States, the United Kingdom, 
and Australia.7,9 In the 2007 National Physician Survey, 
family doctors were asked how long the wait for the 
first available appointment was or how long patients 
would have to wait for urgent care. Responses revealed 
that 65% of physicians believed they would be able to 
offer same-day appointments.10,11 This contrasts with 
a Commonwealth Fund survey that found only 22% 
of Canadian adults thought they could get same-day 
appointments with their physicians.12 A 2008 Canadian 
survey showed that 45% of Canadians thought they 
waited too long for appointments for routine care, and 
one-third of seniors said they visited emergency depart-
ments for conditions that could have been dealt with by 
primary care providers.13

Background
The Dalhousie Family Medicine program operates 2 clin-
ics in Halifax, NS: Camp Hill Family Medicine Centre 
(3 teams that have approximately 20 000 patient vis-
its per annum) and Cowie Family Medicine Centre (2 
teams that have approximately 10 000 visits per annum). 
Before implementation of open-access scheduling, both 
clinics used a traditional scheduling system in which 
patients were booked at their requests until each day’s 
appointment slots for each physician were filled. The last 
appointment of the day was left open for more urgent 
same-day bookings. Patients could only be assigned to 
these slots after consultation with the team’s registered 
nurse. Typically, physicians were fully booked days to 
weeks ahead.

In 2007, the Medical Director of both clinics had 
participated in an educational session provided by the 
Institute for Healthcare Improvement and had become 
convinced of the merits of the open-access booking 

system. A series of presentations and information on 
the concept were provided to faculty at both sites. In 
June 2007, an ad hoc Open Access Committee, com-
prising physicians, a nurse, a resident, and support staff, 
was formed to study the issue and bring a proposal to 
faculty. The proposed booking system was discussed 
at several faculty and clinic staff meetings. A commun-
ity physician who had adopted open access was invited 
to speak to all staff and answer questions about her 
experience. A small survey of physicians and nurses 
indicated a willingness to try the new system.

In June 2008, faculty members committed to a 6-month 
trial to commence in October 2008. They requested 
ongoing study of the effect of the implementation.

Objective of the program
The main objective of the study was to determine the 
effect of open-access scheduling on 1) patient waiting 
time in our 2 clinics, 2) no-show rates, and 3) patient vol-
umes. A secondary, longer-term objective was to measure 
satisfaction of all stakeholders (ie, clerical staff, patients, 
physicians, and registered nurses) with the system.

Methods
The third available appointment time for a particular 
physician (also referred to as lead time) was chosen as 
a measure of patient access to eliminate variability due 
to day-to-day changes. This index counts the number 
of days from a theoretical patient request until the third 
next appointment slot for a given physician.14 This value 
was calculated approximately weekly for each physician 
in both practices and tabulated in a spreadsheet. The 
values for all physicians were averaged to determine the 
average clinic wait time by month.

In our practice, a no-show appointment is defined as 
one which the patient does not attend or cancels with 
less than half a day’s notice (eg, canceling the afternoon 
before a morning appointment or the morning before 
an afternoon appointment). Clinic practice is for clerical 
staff to mark each no-show in the electronic medical 
record (EMR). For both clinics, volumes of no-shows 
were compiled monthly from the EMR by 1 clerical staff 
member, following a protocol provided by the EMR ven-
dor. Patient volumes were compiled monthly from the 
EMR by a senior clerk for both sites.

The Capital Health Research Ethics Board determined 
that the initiative was a program development or 
delivery-of-service protocol and did not require review.

The Open Access Committee met regularly and 
developed a plan to implement the system.

Some physicians who have previously implemented 
this system describe a process of eliminating backlogged 
appointments by working extra hours to catch up. We 
did not believe that was feasible at our sites. Instead, the 
sites selected an advance date when the number of pre-
booked appointments was to be limited. It was agreed 
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that prebookings would be limited to the first and last 
hour of the clinic day subsequent to October 21, 2008.

Education of staff, physicians, and patients was deter-
mined to be a priority. To educate patients, an informa-
tion video was produced and played about once per 
hour at both family medicine sites for the month lead-
ing up to the implementation of open access. The video 
explained why the sites were switching to this book-
ing system and how it would affect patients. A clinic 
handout with common questions and answers was also 
available in waiting rooms.

For several months before the go-live date, education 
meetings were held with the clerical staff. The imple-
mentation process of the new system was explained, 
and staff members’ questions and suggestions were 
addressed. Written booking protocols were developed 
and modified for staff.

In preparation for the launch of open access, the tele-
phone system was reconfigured to route calls to other 
clerical staff if all regular booking lines were occupied. 
This was done owing to anticipation of an increased 
number of calls when the telephone lines opened in the 
morning.

Open-access scheduling began the third week in 
October 2008. On the same day patients called, they 
were offered appointments with their preferred physi-
cians or the residents who worked under their preferred 
physicians. If their own physicians were fully booked 
(or not in) that day, patients were offered appointments 
with other available physicians on the same team. If 
that team was full, openings for other teams were 

offered. If the patient wanted to book for a future date, 
only appointments in the 9:00 to 10:00 AM and 3:30 to 
4:30 PM periods were made available. After noon, an 
additional hour was opened up from 10:00 to 11:00 AM 
the next day for patients who called but could not be 
accommodated that day.

The slot for prebooked appointments in the afternoon 
proved somewhat problematic. Two different times 
were attempted: the first and last hours of the after-
noon. Each one was associated with some patient dis-
satisfaction. The decision was made to simply place 
the appointments anywhere requested by the patients 
to a predefined maximum of 30% to 40% of available 
slots. Patients who were unable to use open access 
were offered prebooked appointments after discussion 
with their physicians.

After a 6-month trial, faculty members approved 
a motion to extend the initiative and evaluation for 
another 6 months.

Evaluation
For the statistical analysis, we compared the 9 months 
before the implementation with the same months after 
implementation. We used t tests to determine if there 
was a significant difference between the 2 time periods. 
The time to the third available appointment dropped 
from an average (SD) of 13.7 (1.93) days for the months 
of January to September before the trial of open access to 
3.6 (0.78) days for the same period after implementation 
(P < .0001) (Figure 1). Monthly no-show appointments 
dropped from an average (SD) of 3.33% (0.76%) for the 
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Figure 1. No. of days to third available appointment at Dalhousie Family Medicine clinics in the months before 
and after implementation of the open-access system: Error bars represent 95% con�dence intervals.
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same period to 1.89% (0.32%) following the adoption 
of open access (P < .001) (Figure 2). Total patient vol-
umes at both sites were essentially unchanged when 
comparing January to September 2008 (21 838 visits) 
with January to September 2009 (21 819 visits). This was 
a decrease of only 19 visits (less than 0.1%) over the 
9-month period.

In January 2010, faculty members reviewed the data 
from the 1-year trial and voted to adopt the system. 

Some physicians have expressed concern with patient 
continuity. This was not measured before implementa-
tion of open-access scheduling, and assessment of the 
effect of the system on continuity in our setting will 
be difficult. We are currently analyzing data on patient 
and staff satisfaction with the implementation of open 
access and this will form the basis of another report.

Discussion
The implementation of open access in our practice 
produced results comparable to those in other pub-
lished reports. Some practices were able to substan-
tially reduce the time to the third available appointment: 
84% of sites in a large group practice in Pennsylvania 
reduced wait time to less than 24 hours,3 and at Baylor 
Family Medicine in Texas the third available appoint-
ment time dropped from 27 days to 1 day.6 Other prac-
tices reported more modest improvements, such as 21 
days to 8 days15 and 36 days to 4 days.7 In a controlled 
trial, a practice team implementing open access had a 
lead time of 5 days compared with a control team that 
had a time of 21 days.5

The effect of open-access scheduling on no-show 
rates has been variable. Some practices reported reduc-
tions in no-show rates, including a local Halifax private 
practice (data not provided),4 pediatric practices (21% 
to 9%),16 and geriatrics clinics (18% to 11%).8 One study 
showed a reduction in no-show rates but found that it 
was not directly related to the third available appoint-
ment.17 In some studies, no-show rates demonstrated 
no significant change6,15 or changes that were not sig-
nificant when adjusted for within-subject variation.5 
Bennett and Baxley claimed that other factors such as 
continuity were more predictive of no-shows than the 
time to third available appointment was.17 The no-show 
rates for Dalhousie Family Medicine were very low to 
begin with compared with these practices and were 
quite variable. However, the difference between pre-
implementation and postimplementation of open access 
was significant (P < .001).

There are several potential limitations to our data. 
The time to the third available appointment was col-
lected and tabulated manually, introducing the possibil-
ity of human error. However, because the same person 
collected this information over the course of the study, it 
is unlikely this error would bias the results in different 
directions before and after implementation.

The no-show data were weakened by several factors. 
Although the rate was abstracted from the EMR, vari-
ability in how this attribute was assigned to patients by 
the booking staff was noted. The data were collected by 
multiple persons and we had several changes of cleri-
cal staff during the trial. Appointments that were not 
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Figure 2. Percentage of no-show appointments at Dalhousie Family Medicine clinics in the months before and 
after implementation of the open-access system
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kept without a half-day notice were to be recorded by 
staff and the patients billed for the missed appointments. 
However, staff did not always faithfully record the 
missed encounter as a no-show. For instance, appoint-
ments were sometimes changed to another time at the 
last minute instead of being recorded as no-shows. 
Unfortunately this inconsistency and the resulting ques-
tion of data reliability is a limitation in any office setting 
where patient data are collected by clerical staff rather 
than research staff. There is, however, no reason to sug-
gest that clerical staff biased the results by changing 
their handling of no-show information following imple-
mentation of open access.

It is possible that some other factors were respon-
sible for the improvements in access to physicians. 
Physicians departed the practice and several new 
physicians joined the practice during the trial; how-
ever, none of these retirements or recruitments was in 
October 2008, corresponding to the commencement of 
the trial. This would make the changes in staffing an 
unlikely reason for the results. An improved telephone 
system was put into place just before the trial started; 
it allowed for calls to be picked up by additional staff 
when the main receptionists were occupied with other 
calls during the morning peak period. However, it is dif-
ficult to postulate how this could reduce calculated wait 
times for appointments, which were limited by access to 
booking slots, not by access to clerical staff.

Before the adoption of the open-access system, sev-
eral physicians had voiced concerns that the volume of 
patients would be adversely affected (some predicted an 
overwhelming demand and others a drop in attendance). 
There was no real change in patient volumes, compar-
ing the same 9 months used for the wait-time analysis 
before and after implementation.

One of the factors crucial to success was support for 
the clerical staff members. During implementation of 
open access, staff members were provided with weekly 
meetings that focused on problem solving. After a per-
iod of time these meetings were discontinued. However, 
it soon became apparent that the agreed-upon booking 
rules were not being universally followed. These were 
addressed with discussions in monthly staff meetings 
and recirculation of the directives for booking. These 
measures had only limited success.

A particular problem was a tendency for some 
physicians to revert back to fully booking sessions 
in advance. Reasons given for this were both patient 
and physician demand for prebooked appointments. A 
larger-than-anticipated number of patients insisted they 
needed to make arrangements in advance or desired 
it for convenience as they left the clinic. As well, sev-
eral physicians directed staff to override the booking 
rules to book patients for follow-up later. As a result 
of this internal demand, some physicians were again 
starting the day heavily booked, with limited ability to 

accommodate same-day booking. Patients who called 
expecting same-day appointments were being sent to 
other teams for care; this drew complaints from other 
teams who expressed frustration that their slots were 
being taken up by demand from other physicians’ 
patients. The root of this problem appears to be with 
overpaneled physicians (ie, doctors who have more 
patients in their practices than they can provide booking 
slots for). As proponents of open access have explained, 
no scheduling system can accommodate a mismatch 
between demand and supply. This situation needs to be 
addressed if adequate patient access to physicians is to 
be provided and working relationships are to be main-
tained in a group practice.

We did periodic reviews of how fully booked teams 
were in advance. Typically, less than 40% of our team’s 
appointments were prebooked, although higher read-
ings were occasionally observed. Because our protocol 
booked patients with other doctors and other teams 
when the regular physicians had full schedules, patients 
were not forced to wait for overpaneled physicians. 

EDITOR’S KEY POINTS

•	 Open-access scheduling can improve patients’ 
access to medical care; however, it cannot help phy-
sicians who simply have more patient demand than 
they can manage.

•	 Open access can be implemented successfully 
without the need for working extra hours to clear 
up backlog.

•	 Although open-access scheduling improves wait 
times and reduces no-show rates, many physicians 
continue to have reservations about changing how 
they book their clinic appointments. Poor continuity 
(ie, seeing the patients of colleagues) continues to 
raise concerns.

•	 Staff education and support were critical to 
effecting change in the medical setting.

Points de repère du rédacteur

•	 Un système de rendez-vous le jour même peut amé-
liorer l’accès des patients aux soins médicaux; il ne 
peut toutefois pas aider le médecin qui a plus de 
patients qu’il n’en peut traiter.

•	 Instaurer ce système de rendez-vous n’exige pas 
nécessairement de travailler plus d’heures pour voir 
tous les patients.

•	 Même si le système de rendez-vous le jour même 
réduit le temps d’attente et le taux d’absences, plu-
sieurs médecins continuent d’avoir des réticences à 
changer la façon de fixer les rendez-vous dans leur 
clinique. Le suivi des patients (i.e., voir les patients 
des collègues) est aussi un sujet de préoccupation.

•	 Instaurer un tel système dans le contexte médical 
requiert support et formation du personnel.
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Because those patients had opportunities to get appoint-
ments with other, more open, teams, we maintain we 
still had an open-access system at our practice despite 
having had some physicians and the occasional team 
prebooked at a rate that sometimes exceeded 40%.

Conclusion
Open-access scheduling was successfully implemented 
in our academic teaching practice and resulted in 
improved wait times and reduced no-show appoint-
ments. The effects of open access on continuity and 
patient and staff satisfaction are being studied. 
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