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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. 

Important 
Measures 

Practice Level 
Strategies 

1. Understand & Balance Supply &
Demand for Appointments

2. Shape Your
Demand

3. Increase
Supply

4. Reduce
Appointment
Types & Times

5. Develop
Contingency 
Plans

6. Reduce the
Backlog

1.1 Identify all “New” 
and “Return” 
appointments 

1.8 Measure TNA for 
New and Return 
appointments for each 
demand stream 

2.1* Develop discharge 
criteria/graduation plans 
during the first visit 

3.1 Ensure all roles in 
the practice are 
maximized to meet 
patients’ needs 

4.1 Distinguish 
between “New” and 
“Return” but minimize 
number of unique 
appointment types 

5.1 Study your run- 
charts for patterns of 
demand/supply 
variation 

6.1 Measure the 
extent of the 
backlog 

1.2 Identify all unique 
demand streams 

1.9 Measure the non- 
patient work 
associated with each 
appointment 

2.2* Review return visit 
intervals for the 
practice/provider 

3.2 Identify 
bottlenecks and flex 
roles to remove the 
constraint 

4.2 Identify any 
appointments needing a 
specific room, staff, 
equipment or that need 
more time 

5.2 Develop pro-active 
plans for predictable 
Demand surges 

6.2 Create a plan 
to reduce the 
backlog 

1.3 Use the caseload 
equation to determine 
the ideal or equitable 
caseload for each 
clinician 

1.10 Analyze 
caseload equation to 
determine how many 
new appt’s must be 
available 

2.3 Max-pack each 
visit (do today’s work 
today) 

3.3 Reduce variation 
in provider services 

4.3 Analyze current 
priority and triage 
systems and 
reduce/eliminate 
wherever possible 

5.3 Develop a plan for 
expected & unexpected 
Supply loss 

1.4  Calculate the 
ratio of “New” to 
“Return” appointments 

1.11 Commit to doing 
this week’s work this 
week 

2.4* Create alternatives 
to traditional face-to-face 
appointments 

3.4 Take all non- 
appointment work 
away from the provider 

4.4 Standardize 
appointment types and 
times 

5.4 Have a plan to 
manage the end of the 
day 

1.5 Measure Demand 
for all demand streams 
by “New” and “Return” 
for each day of the 
week 

1.12 Adjust provider 
and staffing hours to 
match pattern of 
demand 

2.5* Develop Service 
Agreements to define 
the work of the practice 
(Alberta Referral 
Directory) 

5.5 Develop a plan to 
accommodate 
appointments that 
predictably take longer 

1.6 Measure your 
daily Supply 

1.13 Develop a plan 
to monitor and adjust 
monthly caseloads 

2.6 Develop a plan to 
reduce no-show’s 

5.6 Attempt to achieve 
a shorter TNA than your 
AIM to create a buffer 
for surge demand 

1.7 Measure your 
daily Activity 

1.14 Develop a plan 
for distributing new 
patients 

2.7* Promote patient 
self-care 

5.7 Develop scripts for 
common occurrences 

2.8 Use other team 
members during visit 

* indicates that the strategy has a relationship to transitions planning
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1. Understand & Balance Supply & Demand for Appointments 
 Ask Ideas 

1.1 Identify all “New” and “Return” 
appointments 

Where is there an opportunity to consolidate appointment types? 
What makes each identified appointment type unique? 

Clinic X created a list of all appointment types for their program 
offerings. They identified all of the “new “and” return” appointments 
from the list. They then assigned all “new” and “return” appointments 
to a unique demand stream. 

1.2 Identify all unique demand 
streams 

What different/unique types of services do you offer that you must 
keep in mind when scheduling patients? 
E.g. Alberta Healthy Living program may have unique demand 
streams for heart function, cardiac rehab, diabetes and exercise. 

Look at your list of “new” and “return” appointments. Each unique 
demand stream will likely have a “New” and “Return” appointment. 

1.3 Use the caseload equation to 
determine the ideal or equitable 
caseload for each clinician 

How important is equitable caseload for your practice/clinicians? 
What strategies might you test to move from current to ideal 
caseload numbers? 

Compare ideal/equitable to current caseload for each clinician. 

1.4 Calculate the ratio of “New” to 
“Return” appointments 

What is the ideal ratio of “new” to “return” appointments: 

• for your patient population 
• To meet your demand 

What is the current ratio of “new” to “return” for the clinic/provider? 

Calculate/determine the agreed upon standard number of returns 
required for each new patient. 

(E.g. Dr. X see’s each new patient in her cardiac rehab program on 
average 6 times before discharge to their primary care provider. The 
ratio of “new” to “return” is therefore 1:5 for Dr. X for the Cardiac 
Rehab Program) 

1.5 Measure Demand for all 
demand streams by “New” and 
“Return” for each day of the week What is the smallest unit of time you use to book appointments for 

each demand stream (e.g. new appointments 30 min, return 20 min 
– lowest common unit of time =10 min) 
How do your “bookable hours” compare to your appointment 
demand? 

Develop your own Demand/Supply/Activity tick sheets testing; 
• layout 
• where the sheet should be located 
• who needs access for data collection 
• who will enter the data into the Online Measurement Tool or 

other location 

1.6 Measure your daily Supply 

1.7 Measure your daily Activity 

1.8 Measure TNA for new and 
return appointments for each 
demand stream (and each provider 
where appropriate) 

How do your DSA measures compare to your delay (TNA)? 

Is your TNA increasing/decreasing/staying the same? Why? 
Determine your TNA collection strategy (day or the week, time of the 
day and person responsible) and collect measures over time. 
 

1.9 Measure the non-patient work 
associated with each appointment 

What additional work are your clinicians required to do for each 
patient appointment? 

Dr. X spends an average of 5 minutes to chart after each patient 
encounter. These 5 minutes were added to the end of each 
appointment slot so that she is able to finish her non-patient 
appointment work before seeing her next patient. 
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1. Understand & Balance Supply & Demand for Appointments 
 Ask Ideas 

1.10 Analyze caseload equation 
to determine how many New 
appointments must be available 
(per day, per week) to meet 
demand 

What do your demand measures tell you about how many new 
patients you need to see each week? 
How many return appointments will this generate? 

 
How can you schedule your providers to meet the demand? 

Consider testing carving out X number of appointment slots for 
“New” patients for each provider based on the equitable/ideal 
caseload distribution for a 1.0 FTE. 

Adjust for part-time providers. 

1.11 Commit to doing this week’s 
work this week 

What appointment or non-appointment work do you consistently let 
pile up to be completed at a later date? 

Consider pulling appointment work into this week when able (filling 
cancelations spots with new referrals waiting to be seen) 

1.12 Adjust provider and staffing 
hours to match pattern of demand 

Is there a pattern to the gaps in your supply/demand 
measurements? 
How can flex your supply/demand to close these gaps and make 
sure system flow more smoothly (without waits)? 

Change clinic hours to suit when patients want appointments. 
 

Hold more appointments on days of the week where demand is 
highest. 

 
When brining on a new practitioner, schedule them based on 
demand patterns. 

1.13 Develop a plan to 
continuously monitor and adjust 
monthly caseloads 

In what ways could you include discharge planning in the first visit? 
If you experience an influx of new referrals, consider; 

• Adjusting the ratio of new: return (temporarily) 
• Discharge strategies to create capacity for news 

1.14 Develop a plan for distributing 
new patients among providers 

Who has the 1st third next available appointment for a new client? 

Who has openings in their schedule for a new client this week? 

Do you have scripting asking about patient preference (e.g. I 
only want a female provider)? 

Assign new patients based on FTE (equitable). 
Consider pooling provider’s where applicable. 
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2. Shape Your Demand 
 Ask Ideas 

2.1* Develop discharge 
criteria/graduation plans during the 
first visit 

What criteria, once met, would result in discharge from specialty 
care and transition back to primary care? 

Create a treatment goal/outcome that is agreed upon by the patient 
and provider early during treatment. 

 
Related Transitions Principle(s): 

What are your clinical targets to meet prior to discharge/transition of 
the client back to primary care? 

Have criteria set as a clinic which would indicate readiness for 
discharge or transition back to primary care. 

• Set Discharge Criteria and 
a process to assess 
discharge readiness 

 
• Provide timely and relevant 

information to the next 
practitioner/team and 
primary care practitioner(s) 

 

Ensure that an appointment with primary care practitioner is booked 
for shortly after a patient’s discharge from specialty care. 

 
As patient proceeds through the process routinely review their case 
to assess for readiness for discharge/transition to primary care. 

 
Use and communicate useful discharge summaries to appropriate 
clinicians/teams before the client has a booked visit with those 
practitioners. 

• Patient condition on discharge including diagnoses 
• Reason for transition 
• Safety concerns 
• Patient goals 
• Medications in use/medication plan 
• Allergies 
• Advanced Directives 
• External resources you attached patient to 
• Any other pertinent information 
• Plan for specialty or follow-up advice if patient condition 

changes 
Utilize warm handoffs between providers when complex patients are 
involved 

• Direct communication between providers to share pertinent 
plans and details needed to continue care 

2.2* Review return visit intervals for 
the practice/provider 

 
Related Transitions Principle(s): 

 
• Explore shared care 

models to reduce return 
visit rates (RVR). 

What additional value do your patients receive by booking them 
early vs. later for return appointments? 

Create capacity for new patients by extending return visit intervals 
for certain patients/diagnoses. 

Are there community resources which could help reduce the need 
for you to see your patients as frequently (Shared Care Model)? 

Consider what resources are available in the community or how 
primary care could be enabled to take a bigger role in patient follow- 
up to decrease the frequency you need to see individual patients. 

* indicates that the strategy has a relationship to transitions planning 
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2.3 Max-pack each visit (do 
today’s work today) What future needs of the patient can also be met today? 

What additional work could be pulled into today’s appointment vs. 
left for the next visit? 

Patients referred to specialty care for a procedure get the procedure 
done on the first visit rather than having a separate screening 
appointment. 

2.4* Create alternatives to 
traditional face-to-face 
appointments 

 
Related Transitions Principle(s): 

 
• Offer alternate ways for 

primary care to obtain 
consults and advice 

What ideas do you have for alternative appointments that would 
reduce the red zone time with patients without sacrificing patient 
care? 

Are there alternate resources that could be used for consultation or 
advice services? (Eg. RAAPID, ConnectMD, Specialist Link, Advice 
Request) 

Group visits, emails and telephone care management 

Use an educational tool (video) for patient education vs. face to face 
to free up provider time. 
Dr. X created a video to education patients on risks and pre/post- 
surgical instructions which saved her 10 min/patient. 

2.5* Develop Service Agreements 
to define the work of the practice 

 
Related Transitions Principle(s): 

 
• Define the purpose of your 

program. 
 

• Identify the pathway for 
clients to be referred back 
to specialty care if their 
clinical picture 
changes/deteriorates post- 
discharge 

Do you know your core business? What patients/clients are you 
targeting? What do you offer these patients/clients? 

What documentation must accompany each referral? 

What are your referral criteria? (Patient eligibility criteria, Exclusion 
criteria) 

What is “nice to have” work-up for each referral? 

Consider the burden on the GP gathering all of this information, or 
the extra time a patient waits while information is being gathered 
(incomplete referrals sent back). 

What criteria, once met, would result in discharge and transition 
back to primary care? 

How will you keep the GP and the next practitioner informed of 
progress and further programs to which their patients are being 
referred in a timely fashion? 

A GI specialist measured how many inappropriate referrals he 
received before and after implementing a new service agreement 
defining the specific conditions he treats. 

Ensure your Alberta Referral Directory profile is accurate. 

Service agreements can include: 
• A plan to graduate patients back to primary care when 

appropriate 
• Guidelines on appropriate referral criteria 
• Details of appropriate work-up to accompany referral 
• What your clinic/program has to offer clients 
• How communication with primary care and other practitioners 

involved will happen in a timely fashion 
o Including how Discharge Summary will be 

communicated 
• That an appointment with the primary care provider be booked 

shortly after discharge from specialty care 
• How the patient should obtain specialty care if their clinical 

picture changes after discharge (eg. Should they be referred to 
the clinic, referred directly to you, etc…) 

o When clients should be referred back as a “new” client 
versus a return client 

o When consultation or advice would be the correct 
pathway 

• Process used to routinely assess readiness and identify barriers 
for transition back to primary care. 

 

* indicates that the strategy has a relationship to transitions planning 
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2.6 Develop a plan to reduce no- 
show’s As you analyze your return visits, is there a point in the treatment 

series when no-show’s increase? 

Have you considered what you are teaching your patients by 
introducing specific rules? 

Do un-insured fees in your practice contribute to no-show’s? 

Clinic X introduced e-mail reminders and appointment confirmations 
2 days before a scheduled appointment. 
Clinic Y introduced a policy where patients had to call to confirm  
their appointments 48 hours in advance or the appointment would be 
cancelled. 

 
Develop guidelines related to missed appointments. 

2.7* Promote patient self-care 

Related Transitions Principle(s): 

• Empower patient self- 
management 

How might you increase a patient’s confidence in self-management 
to reduce the need for appointments? 

Provide overarching self-management support within the actual 
practice (e.g. teach back on pre-natal care along with a handout). 

 
Incorporate self-care strategies in an agreed upon care plan during 
the first appointment. 

Access provider training on Healthchange®  Methodology. 

When preparing for discharge discuss with patients and families 
• What life at home will look like including activities to avoid 
• Review their medications 
• What to watch for that could mean problems needing to be 

addressed 
• What test results mean and who will provide further follow- 

up 
• What appointments to make for follow-up 

2.8 Use other team members 
during visit to make the visit most 
effective 

How can you utilize all staff to full scope? 

What must a provider do vs. what can other staff members do? 

Unpack and repack your “backpack” of tasks/roles. 
 

Shift work, when possible, away from the least available clinician. 

 
 
 
 
 
 
 
 
 
 
 

* indicates that the strategy has a relationship to transitions planning 
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3. Increase Supply   

 Ask Ideas 
3.1 Ensure all roles in the practice 
are maximized to meet patients 
needs 

What tasks is the clinician performing that are within the scope of 
practice of another health care provider or team member? 
How might you leverage students? 

Home Care team empowered admin staff to conduct research for 
patients on social service programs. 

 

Admin perform centralized booking using scheduling rule-set to 
optimize schedules and free up providers to see patients. 

3.2 Identify bottlenecks and flex 
roles to remove the constraint What system design elements are causing work to pile up in your 

practice? 

Flow map your system to look for bottlenecks. 
 

Shift work, when possible, away from the least available clinician. 

Unpack and repack your “backpack” of tasks/roles. 

Look for processes within your system which are dependent on one 
person/clinician and re-evaluate if only that person can do it. 

 
Cross-train staff as appropriate to allow for more people to be 
involved in what is now a bottleneck 

3.3 Reduce variation in provider 
services What would all staff agree are required steps to prepare for 

appointments? 

A Care Team Workload Analysis revealed that clinicians spent 
anywhere from 5-20 min charting for each patient encounter. 
A standardized charting template was created so all clinicians could 
complete charting within 8 min. 

3.4 Take all non- appointment 
work away from the provider What work is the provider currently doing that other staff members 

could do? 

Unpack and repack your “backpack” of tasks/roles. 

Define all team roles. 

Define all tasks/processes. 
 

Match the work to the worker based on license and 
experience/capability. 
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4. Reduce Appointment Types & Times 
 Ask Ideas 

4.1 Distinguish between “New” and 
“Return” appointments, but 
minimize the number of unique 
appointment types 

Looking forward into your scheduler, do you have any “held” 
appointments that are reserved for special patients/procedures? 

Eliminate the distinction between urgent and routine appointments to 
reduce the need for schedulers to triage and negotiate with patients, 
thereby reducing their time spent on the phone. 

4.2 Identify any appointments 
needing a specific room, staff, 
equipment or that need more 
time 

Do you have any “special” appointments that utilize a limited 
resource? 

Clinic X has one surgical OR room with special equipment that 
needs to be booked for procedures only. 

4.3 Analyze current priority and 
triage systems and reduce/eliminate 
wherever possible 

How much time do admin, clinical staff and management spend 
triaging referrals? 

 
Is triage necessary? If patients didn’t have to wait for service would 
we still need to triage? 

Clinic X mapped their system and found they had extensive triage 
processes. These processes created extra administrative work as 
well as additional waits for patients. 

After eliminating their backlog the clinic tested a system where all 
patients could be seen within 5 days, regardless of presenting 
complaint thereby eliminating the need to triage. 

4.4 Standardize appointment types 
and times Do you notice wide variation in the way clinicians book their 

patients? 
Determine appropriate amount of time required for various 
appointments. 

  Determine where there is potential to group appointment types 
based on time. 

  Identify and book based on length of appointments vs. condition 
specific appointments 
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5. Develop Contingency Plans 

Ask 

 

Ideas 
5.1 Study your run-charts for 
patterns of demand/supply variation 

What patterns do you observe in your data (seasonal, daily or 
weekly)? 

 

5.2 Develop proactive plans for 
predictable Demand surges 

How can you manage clinician supply to be more available during 
these times? 

E.g. you notice demand spikes during the new school season in your 
adolescent mental health program. Your clinic limits the number of 
clinicians able to take holidays during this time to better match the 
supply/demand. 

5.3 Develop a plan for expected & 
unexpected Supply loss 

Expected – provider vacation, LOA 
• What are your clinic’s time-off policies? 
• Can several providers be away from the office at the same 

time? 

Use post-vacation scheduling strategies to reduce the impact of 
expected absences on new appointment availability 

Call the absent provider’s patients and ask whether they would like 
 Unexpected – illness, absences 

• What have staff been instructed to do with an absent providers 
patients? 

• What non-appointment work must be done even if a provider is 
absent? 

to see another provider that day. 

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

5.4 Have a plan to manage the 
end of the day 

How often do providers finish on-time? 
How often are staff working overtime at the end of the day? 

If provider is always running behind at end of day, consider 
scheduling non-appointment work time into each appointment slot 
(e.g. charting time). 

5.5 Develop a plan to 
accommodate appointments that 
predictably take longer 

When would be the most appropriate time to book these types of 
patients? 
How important is it that you leave the office at the conclusion of 
your final appointment? 

Flag patients that commonly exceed their allotted appointment time. 
These patients should be identified as soon as possible and 
scheduled accordingly (end of day, before lunch etc.) 

5.6 Attempt to achieve a shorter 
TNA than your AIM to create a 
buffer for surge demand 

 Measure your future-open-capacity to anticipate when your TNA will 
increase before it impacts your patients. Pro-actively manage your 
future capacity to prevent TNA spikes. 

5.7 Develop scripts for common 
occurrences 

What information/messaging do you routinely provide to patients, 
families? 
How could you standardize this messaging to save time with 

Scripts for late patients, routine pre-surgical teaching, etc. 

 communication?  
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6. Reduce the Backlog 
 Ask Ideas 

6.1 Measure the extent of the 
backlog 

How can we create a baseline measurement of our backlog? 

What is a reasonable wait time for an appointment? 

What should our TNA or backlog reduction goal be? 

Measure the extent of the backlog by: 
1. TNA New 
2. TNA Return 
3. Number of patients on waitlist (unbooked referrals) 
4. Routinely comb waitlists for clients who won’t/don’t need 

your service and sort by priority. 

6.2 Create a plan to reduce the 
backlog Who will be impacted with this plan? 

How might they be impacted? 

How will you know you’ve met your goal? 
 
 

Sometimes backlog is created within your system. Do you hold or 
“batch” referrals vs. dealing with them as they are received? 

Note: if D>S before initiating backlog reduction plan, be aware that 
backlog reduction strategies may reduce backlog only temporarily. 
TNA may bounce back once the backlog reduction plan (additional 
supply) has ended. 

Example: TNA =14 days. Time slots to Third Next Available 
“Return” appointment = 308. 

If we want to temporarily increase supply, how many extra hours 
would we need to work to create 308 time slots? 

If we divide this workload over a period of 3 months, how many 
additional time-slots are required/day/clinician? 

How long would a casual or temp. staff member need to work to add 
this much supply? 

How could we spread this temporary extra workload across all 
providers in clinic? 

TIPS for Backlog Reduction: 

• Set beginning and end dates for a backlog reduction plan 
• Plan for additional staffing support 
• Develop a communication plan for patients and staff 
• Protect other providers with low TNA. Providers assisting in backlog reduction plan should agree when it is appropriate for them to see your patients (e.g. TNA<3 days) 
• Consider whether your efforts to reduce backlog might inadvertently create waits in other parts of your system (e.g. consider the downstream effects of booking too many new 

appointments. – do you have the capacity to see the return visits they generate) 
• Plan a celebration at the end of your backlog reduction plan and post what you’ve accomplished for patients and staff 
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