
Population Health Management: Patient-Centered Access

Patient-Centered Access is about offering easier 
access to care in ways that fit the lives of patients. The 
goal is to use the right care team members to provide 
the right services at the right time. 

Health centers are using Patient-Centered Access as 
one Population Health Management (PHM) strategy 
to achieve the “Quadruple Aim” — improved patient 
experiences, improved clinical outcomes and lowered 
costs while also improving the work life of health  
care providers.

Scheduling with the patient’s availability and needs in 
mind shifts the operational focus away from provider 
availability. Positive steps to better customer service in 
this way include: same-day appointments, providing 
integrated care, offering care in a patient’s preferred 
language, using expanded care teams, etc. The 
benefits of more accessible care include shorter wait 
times, better clinical outcomes, fewer unnecessary 
services, and fewer emergency room visits. These are 
all measurable and valuable outcomes. With expanded 
service hours, new patients will be attracted to the 
health center. With more patients comes more 
revenue from newly insured patients. 

To adjust scheduling at the health center, begin by 

paying attention to the patients. For better Patient-

Centered Access, answer these questions:

•	 What are the most common appointment 
times? How do these times compare to available 
appointment types in our schedule?

•	 What services are most often used? How does this 
compare to available appointment types?

•	 What are our no-show rates – and do we know why 
patients don’t come? What can we do to ensure 
that patients show up?

•	 How can we offer faster, less expensive services? 
For example, can we use the patient portal, a 
telephone nursing hotline or e-visits to answer quick 
questions for patients?

•	 Do higher risk patients receive the full range of 
services they need? If not, why not? Can scheduling 
change and care management or care coordination 
services help these patients?

•	 Are we using our staff to the full scope of their 
licensure, so we can use expanded care teams as 
an effective way to see more patients?

Population Health Management (PHM) 

is a “set of interventions that can improve 

people’s health across the full continuum  

of care…” (Felt-Lisk, S. & Higgins, T.) 

The 5 Core Concepts of PHM are:

1. Patient-Centered Access 

2. Team-Based Care 

3. Care Management

4. Care Coordination

5. Quality Improvement/Performance 

Measurement
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The NCQA Patient Centered Medical Home Standards and Guidelines (2014) evaluate Patient-Centered 
Access based on these and more factors: 

•	 Same-day appointments for routine and urgent care are available 

•	 Routine and urgent-care appointments outside regular business hours are available

•	 Alternative types of clinical encounters are available

•	 No-show rates are monitored and managed

•	 Opportunities to improve access are considered and implemented

Use Electronic Health Records (EHR), Patient 

Registries or PHM software to identify patterns for 
better patient access and assess what adjustments 
can be made:

•	 Identify when patients prefer to come in for 
appointments

•	 Learn why there are no-shows and what can be 
done to reduce the rate

•	 Assess how the health center can adjust hours of 
operation to increase patient participation 

•	 Use PHM software programs such as i2i Tracks/
PopIQ, Azara DRVS, and Acuere QOL to create 
patient registries and plan care

Use patient engagement strategies to keep patients 
involved in their care:

•	 Offer same-day appointments

•	 Teach patients how to use patient portals, including 
writing reviews and comments

•	 Offer alternate types of appointments (e-mail or 
telephone consultations, patient portals)

•	 Provide seasonal schedules

•	 Leverage smart phones with text message 
reminders or calendar links

Establish Expanded Care Teams to provide a 
continuum of care with more efficiency: 

•	 Use morning huddles to keep care team members 
informed about patients 

•	 Use Care Coordinators and Care Managers

•	 Share information with other internal care providers 

Use data and advanced analytics to address the 
needs of patients and reach care management goals:

•	 Adjust schedules and staffing as needed

•	 Track Third Next Available times - requested vs. 
actual appointment type, requested vs. actual PCP, 
requested vs. actual appointment date 

•	 Track population health trends with PHM Software 
to measure impact 

Measures of Success*:
1. Number of patients able to see care team within  

the set scheduling expectations

2. Number of eligible patients that receive access  
(that did not otherwise receive access)

3. Percent of patient with fewer unnecessary visits

4. Number of patients served with alternative visit 
types or communication modes

* Targets are situational. Please refer to the 2014 PCMH 
Recognition Standards and Guidelines. 

Key Population Health Management Tools to Improve Patient-Centered Access
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