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This summary page provides a high level overview of the 6 change principles & 
strategies that support each. Subsequent pages provide details on each principle, 
questions to ask and evidence-informed ideas to try in your clinic/program. 
Continue 

• TNA (Third Next Available measure) weekly collection 
• Ideal Panel Size quarterly calculation 

 

 
1. Balance Supply 

and Demand for 
Appointments 

2. Reduce 
Demand 

3. Optimize the 
Care Team to 
Increase 
Supply 

4. Reduce 
Scheduling 
Complexity 

5. Contingency 
Plans 

6. Backlog 
Reduction 

 
1.1 Commit to continuity of care 
- match patient with their own 
provider whenever possible 

 
2.1 Substitute face-to-face 
patient interactions with other 
types of appointments 

 
3.1 Cross train team members 

 
4.1 Eliminate carve-outs and 
other schedule restrictions 

 
5.1 Plan for expected supply 
absences 

 
6.1 Create a plan to reduce 
the backlog 
(after achieving demand : supply 
balance) 

 
1.2 Calculate panel sizes for 
allocation of new patients 

 
2.2 Extend return visit 
intervals 

 
3.2 Reduce interruptions at 
appointments 

 
4.2 Reduce number of 
appointment types 

 
5.2 Plan for unexpected supply 
absences 

 

 
1.3 Match supply to daily, 
weekly & seasonal demand 
(after studying demand, supply and 
activity data) 

 
2.3 Max-pack each patient 
visit 

 
3.3 Move work away from the 
provider 

 
4.3 Standardize appointment 
types and lengths 

 
5.3 Plan for appointments that 
predictably take longer 

 
1.4 Manage variation in demand 
(after studying demand, supply and 
activity data) 

 
2.4 Promote patient self-care 

 
3.4 Maximize all roles to full 
scope of practice 

 
4.4 Schedule the unscheduled 
appointments 

 
5.4 Communicate with team to 
plan and organize daily work 

 
1.5 Measure future open 
capacity to determine proactive 
demand/supply variation 
strategies 
(after achieving a sustained 0-2 days 
TNA – Third Next Available) 

 
2.5 Reduce no-shows 

 
3.5 Reduce variation in 
provider and support staff 
activities 

  
5.5 Develop policies for 
cancellations and late patients 

  
3.6 Add FTE to the team 
(after studying demand, supply and 
activity data and testing several 
strategies) 

  
5.6 Plan for expected and 
unexpected demand surges 
(after studying demand data over 
time) 

 
Improvements 

requiring Demand, 
Supply and Activity 

measures 

 
 

Team or group-activity 
Improvements 

 
Improvements without 
Demand, Supply and 

Activity measures 
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1. Balance Supply and Demand for Appointments 
Ask Ideas 

 
1.1 Commit to continuity of care - match 
patient with their own provider whenever 
possible 

 
What tells you that a patient is attached to a provider? Who ensures that the 
physician’s panel is a verified panel – i.e. that the attachment process has 
been performed in the EMR? 

 
What are your panel management processes, and who is responsible for 
panel management? 

 
Are patients encouraged to see their own physician whenever possible? 

 
Review current continuity rates in the Alberta Health Panel Report or HQCA 
Panel Report. 

 
Calculate panel size using Panel Size Calculation Worksheet. 

 
Then develop and test an appointment booking script and EMR protocol to 
schedule patients with their provider for every visit. 

 
1.2 Calculate appropriate panel sizes for 
allocation of new patients 

 
Do some patients experience longer delays (higher TNA) because their 
provider has many patients on their panel? 

 
Which providers have room to increase their panel? 

 
How should we distribute new patients among providers? 

 
Work together as a team to discuss panel sizes found in the EMR or Alberta 
Health Panel Report, compared to TNA for each provider. 

 
Ask AIM for assistance with panel size calculations as individual physicians 
and as a group. 

 
Then test allocating new patients to providers with an open panel. 

 
1.3 Adjust provider hours to match 
pattern of demand 

 
What data confirms / shows the demand for appointments on Mondays 
versus Tuesdays or Wednesdays versus Fridays? 

 
What data shows if the supply of appointments is enough or too much 
according to demand? 

 
According to your TNA are you able to offer patients an appointment the day 
they call? 

 
Ask AIM for assistance with measuring demand, supply and activity (DSA). 

 
Then assess as a team what the DSA data reveals about each day of the 
week. Compare them over time. 

 
Test increasing or decreasing the amount of appointment supply on different 
days to match appointment demand for that day. Study the impact on the 
team and patients. 

 
1.4 Manage variation in demand and 
anticipate patient needs 

 
What data confirms / shows the demand for internally generated 
appointments (follow up appointments requested by the physician or team) 
versus demand for externally generated appointments (appointments 
requested by a patient)? 

 
What trends are seen in the data? 

 
In what ways might this be important to patients? Staff impact? 

 
Ask AIM for assistance with measuring demand, supply and activity (DSA). 

 
Then discuss as a team how internal demand compares to external demand. 
Compare them over time. 

 
Test shifting internal demand and external demand appointments. Offer slots 
early in the day, and late in the week. 

 
1.5 Measure future open capacity to 
manage demand/supply variation 

 
Is TNA 0-2 days consistently? 

 
Ask AIM for assistance with measuring demand, supply and activity (DSA) 
and managing future open capacity. 
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2. Reduce Demand 
Ask Ideas 

 
2.1 Substitute face-to-face patient 
interactions with other types of 
appointments. 

 
What alternatives would reduce the physician and patient face-to-face time 
(also known as red zone) without sacrificing patient care and convenience? 

 
What was positive about the PDSA you tried and what should be adjusted? 

 
Make a list of appointment options, consider: group visits, email, telephone 
visits, telehealth, videos to replace commonly repeated patient-information 

 
Test one of these appointment options (e.g. for one day or one week). 

 
2.2 Extend return visit intervals 

 
What patients or groups of patients might be able to have appointments 
three times per year instead of four, without sacrificing patient care? 

 
Ask providers if they would consider increasing the length of time between 
visits for certain patients, to free up time for other appointments? 

 
List patient groups or complaint types, consider: longer prescription re-fills, 
healthy physicals once per two/three years, complex care plans, mental 
health visits, etc. 

 
Then test by creating a rule or alert in the EMR to watch visit intervals, seen 
by booking staff. 

 
2.3 Max-pack each patient visit 

‘Do today’s work today’ 

 
What are all the needs a patient presents with today and how might all of 
them get addressed today? 

 
What future needs of the patient can also be met today? 

How will patients respond? 

 
Ensure you have screening rules in place in your EMR so they automatically 
appear when an appointment is booked for a patient. Ask for assistance from 
your PCN Improvement Facilitator. 

 
Test with one patient. Use the opportunity in a routine visit to renew 
prescriptions, order screening tests, etc. Discuss the PDSA with staff 
involved in the preparation of screening. 

 
2.4 Promote patient self-care 

 
What community programs exist to build and increase patients’ confidence 
in self-management? 

 
How many patients were referred this month to a community program? 

 
Ask for a list of all PCN services and community offerings. Consider Better 
Choices, Better Health: a patient’s guide to managing their chronic disease. 

 
Then test a promotion strategy and review. 

 
2.5 Reduce no-show appointments 

 
How are no-shows related to delay? What is the current no-show rate? 

What is the no-show policy? Do patients know? 

What do patients say about not coming to appointments? Why? 

 
Find out the current no-show rate. Ensure all staff understand the difference 
between a no-show and cancellation. 

 
Then test posting the rate in the reception area or treatment room for 
patients to see. 
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3. Optimize the Care Team to Increase Supply 
Ask Ideas 

 
3.1 Cross training 

 
What tasks and patient-related needs are left incomplete if a staff member is 
away or works part-time and the work accumulates? 

Select a task that frequently mounts up and affects patient care and the 
team. 

 
Then test cross training another team member to assist with the task. 

 
3.2 Reduce interruptions during 
appointments 

 
How often must a physician exit a room while interacting with a patient? 

 
How important are these interruptions? How could they be handled 
differently? 

 
Keep track for a day how many times a physician leaves a room. (e.g.: phone 
calls, equipment retrieval, staff member question, etc.) 

 
Develop a list of justifiable reasons to leave a patient during a visit and 
measure the change each day over the course of a month. 

 
3.3 Move work away from the provider What must a physician do versus what can other staff members do? 

What makes sense from a patient flow perspective? 

 
Ask AIM for assistance with performing a Team Task Analysis to assess who 
is currently doing tasks and who could be doing tasks. Consider adding a 
patient journey map. 

 
3.4 Maximize all roles to full scope of 
practice 

 
Are all staff working to full scope? What in-scope activities are team 
members interested in being trained in? 

 
What do patients need to know before a new team member provides care 
for them? 

 
Who else on the team could order screening tests that appear as an EMR 
alert? How would you communicate that the test has been ordered? 
Completed? Entered into the EMR? Can MOAs perform screening 
maneuvers? 

 
Determine the full scope of practice for MOAs, LPNs and RNs by contacting 
those licensing colleges. Discuss as a team if a change in scope is desirable 
and what training is needed. 

 
Then test one patient one time to learn what may need to be adjusted or 
abandoned. Be careful to avoid full implementation of scope changes 
immediately. Scope shifts may have significant impact on the patient. 

 
Ask AIM for assistance with performing a comprehensive Care Team 
Workload Analysis to assess and redistribute tasks among the team. 

 
3.5 Reduce variation in provider and 
support staff activities 

 
How much time does staff spend each day accommodating specific set-ups 
and preferences per provider, per procedure? How much variation is found? 

 
How can rooms be stocked and set-up in a standard way to reduce the 
amount of time needed to set up a room for an appointment or search for 
something during an appointment? Who’s the right person to perform this 
work? 

 
Work as a team of providers and staff to discuss how work should get done 
and identify opportunities for standard approaches and tasks (e.g. a complete 
physical appointment). 

 
Discuss if the variety in room set-up as a team is a problem. Then test how a 
standard procedure works for one patient and the team. Post supply lists and 
procedure preparation in the same location in each room. 

 
3.6 Add FTE to the team 

 
Once you know your demand-supply imbalance, what is the right 
complement of staff to add to the team? 

 
What resources might be available through the PCN? AHS? Other 
colleagues? 

 
Discuss and analyze the nature of the demand imbalance and consider what 
each specific area of the panel needs. 

 
Then test using temporary staff – locum, temporary MOA or LPN to learn if 
there is a decrease in TNA. 
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4. Reduce Scheduling Complexity 
Ask Ideas 

 
4.1 Eliminate “carve-outs” and other 
schedule restrictions. 

 
Looking ahead in the schedule, what held or reserved appointments are in 
place for patients with specific symptoms or criteria? 

 
How often do booking staff suggest to patients that need an ‘urgent’ 
appointment to call back the following morning to take advantage of the next 
day’s held appointment slots? Does this actually increase workload? 

 
Identify and eliminate the mental model that distinguishes between urgent 
and routine appointments so scheduling staff avoid triaging and negotiating 
with patients. 

 
List all carve-outs. 

 
Then test removing one carve-out on one day (or week). Debrief as a group 
to understand the impact and what might need to be adjusted. 

 
4.2 Reduce number of appointment 
types 

 
How long does reception spend trying to book the right appointment and sort 
out what the patient needs? 

 
How much does having to keep appointments open for the right patient and 
specific needs impact a provider’s TNA? 

 
Reduce unique appointment types to long or short only. 

 
Confirm with provider the building block approach to scheduling (e.g. 15 
minute slot for short appointment and 30 minute slot for long appointment. 
Or 20 minutes for short appointment and 40 minutes for long appointment.) 

 
4.3 Standardize appointment types and 
lengths 

 
How often does the physician give instructions to reception team about the 
length of a specific appointment? Could this be avoided by standardizing 
appointments? 

 
Create a common understanding of building block appointments and decide 
which appointments fit into a short appointment slot and which appointments 
fit into a long appointment slot. 

 
Determine where appointments may be grouped by time instead of condition- 
specific or disease-specific criteria. 

 
4.4 Schedule typically unscheduled 
appointments and non-appointment 
work 

 
‘Truth in scheduling’ 

 
Has discontinuity inadvertently been created by promoting walk-ins? Are 
non-paneled patients preventing you from seeing your paneled patients? 

 
Is there a way to include charting time into the appointment time to avoid a 
large batch of charting at the end of the day? 

 
What other tasks are accumulating for the physician and team that are 
limiting patient access? 

 
How often does the scheduled amount of appointment time match the actual 
time taken with an appointment? 

 
Do patients avoid making appointments because they must wait for long 
periods of time once they arrive for their appointment? 

 
Identify if and what beliefs have formed within the team about the 
convenience of walk-ins. 

 
Test a script to communicate the need to reduce/eliminate walk-in 
appointments so physicians have more time to see their patients. 

 
Develop and test a walk-in policy. 

 
Test dedicating one hour of team member time to package referrals (or other 
task). Then test integrating these tasks into the regular flow of work instead 
of carving special time to complete the task. 
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5. Contingency Plans 
Ask Ideas 

 
5.1 Plan for expected supply absences 

 
When a provider returns from a holiday, how could you avoid the high 
volume of patients and the extra delay created? 

 
At what point during an absence will patients be offered an alternate 
provider? 

 
Following a vacation, how quickly did TNA return to normal values using the 
contingency plan? 

 
Is there time off policy for all members? 

 
Use a post-vacation contingency plan to reserve same day availability for 
appointments upon the provider’s return from holiday. 

 
Determine how many weeks (days) a provider will be unavailable for patient 
care and block a certain number of weeks (days) after the time away. Only 
open these blocked times in a staggered fashion either during the vacation or 
upon the provider’s return. 

 
Then test and debrief with booking staff. Use PDSA to learn if the number of 
weeks (days) blocked was sufficient, to plan the next absence. 

 
5.2 Plan for unexpected supply 
absences 

 
How random are supply absences? 

 
What non-appointment work must be done even if a provider is absent? 
Who can perform these tasks? 

 
Cross-train staff to complete each other’s duties when another is absent. 

 
Test a script to call patients and ask if they would like to see another provider 
that day. Re-schedule patients who prefer to see their paneled provider. 

 
5.3 Plan for appointments that 
predictably take longer 

 
Which patients consistently exceed their time with the provider (red zone)? 

How often do providers exceed their time with patients? 

Are there aspects of the panel (demographics) that suggest longer 
appointments consistently? 

 
Flag patients in the EMR who require more than one appointment slot for 
scheduling staff. 

 
Test when to book these patients, how many appointment slots to book for 
one of these patients and the script to be used. 

 
5.4 Team communication to plan and 
organize daily work (patients and tasks) 

 
Where should unexpected patients be scheduled? What tasks should be 
done before a patient arrives? Are any buffer-times available for catch-up? 

 
How often do providers finish on time? How important is this? What is the 
impact on the provider and staff? 

 
Schedule a short morning huddle for providers and staff to plan for day (e.g. 
absences, special equipment, patient needs or situations) and how you will 
deal with them proactively that day. 

 
Discuss as a team how these proactive actions and steps worked. 

 
5.5 Develop policies for cancellations 
and late policies 

 
If patients arrive late, what is the cut off time that they won’t be seen? Do all 
staff know? Do physicians support the policy? 

 
How are cancellations recorded in the EMR? What’s important to track? 

 
Develop and agree on a policy for late patients and cancellations. 

 
Test posting the policy in areas of the clinic where patients can read it. 

 
5.6 Plan for expected and unexpected 
demand surges 

 
What does demand data show over time? What are some of the patterns 
that emerge annually related to demand surges? Do you notice seasonal 
trends? A flu season? Snow-bird departure? Outbreaks or emergencies that 
need a plan? 

 
Generate Demand/Supply/Activity (DSA) run charts to study patterns. 

 
Then test proactively assigning more supply or limiting staff holidays during 
demand surges. Use PDSA and discuss staff needs in advance. 
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6. Backlog Reduction 
Ask Ideas 

 
6.1 Create a plan to reduce the backlog 

 
At what point will TNA data tell you that you need to review your demand 
and supply? 

 
How many extra hours will be needed to create  time slots? If the 
workload is divided over  time period, how many additional time-slots 
are required per day? 

 
Based on your calculation, what are the start and end dates for your backlog 
reduction plan? 

 
Who will see the patients in these extra hours? How will the extra patient 
volume impact staff tasks? How will staff be asked and informed about the 
short-term supply addition? 

 
When is the goal met? How can this challenging task be celebrated? 

 
Ask AIM for assistance establishing a backlog reduction plan. 

 
Measure TNA weekly. Study the run chart to understand if TNA is increasing, 
decreasing or staying the same. 

 
Add temporary supply to reduce the backlog for both providers and staff. 

 

Example: 
 

• Current TNA = 14 days and stable 
• Demand and Supply are balanced 
• Number of time slots to Third Next Available appointment = 275 
• Which is the same as 11 clinic days with 25 appointments per day 

 
• Add 3 extra appointments (time slots) to each day = 91 clinic days 

to reduce backlog 
• Which is the same as 4.5 calendar months 

 
• One MOA to start half an hour early each day 
• Physician commits to early start each day 

 
Measure TNA consistently to check on progress of backlog reduction plan. 

 
Protect providers with existing low TNA so they don’t inadvertently raise their 
delay by taking the overflow of additional patients. Establish a signal that 
other providers will be needed to assist, such as, TNA of five. 
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