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Abstract
Background Patient access management in the ambulatory setting is important for health systems as waits and 
delays lead to reduced health outcomes, inequity, and poor patient experience. Health systems may benefit from a 
framework that catalogs the determinants of access management in the ambulatory setting to deliver timely care to 
all patients.

Methods The aim of this research is to define patient access and document the determinants of patient access 
management through a consensus from a two-stage Delphi panel of access leaders in US academic health systems 
and children’s hospitals.

Results The study demonstrates a patient-centered definition of patient access management focusing on the 
delivery of timely, simple, connected access to care. Twelve major determinants were identified for patient access 
management: executive leadership support, dedicated access leadership, system strategy prioritization, data 
collection and analysis, contact center management, capacity management, appointment availability, appointment 
accuracy, measurable and defined goals, simplification of system for patients, timely offering of care, and patient-
clinician connection. The determinants were applied to a framework using the Donabedian model. Frameworks may 
improve validity and reliability in performance improvement activities.

Conclusions Health systems may benefit from prescriptive strategies to identify, diagnose, resource, and address 
the determinants that constitute patient access management. Additional research is warranted to understand each 
determinant.
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Background
Access to care is a fundamental determinant of qual-
ity care. In the ambulatory setting, access refers to the 
ability of a patient to obtain an appointment for care. 
Patient access management encompasses the structural, 
financial, and logistical factors within a health system 
that determine whether patients can successfully reach 
and utilize those services, thereby improving accessibil-
ity to care [11]. “Access [is] the opportunity to identify 
healthcare needs, to seek healthcare services, to reach, 
to obtain or use health care services, and to actually have 
a need for services fulfilled” [30]. Effective access to care 
in the ambulatory setting is critical for health systems to 
manage, as delays may result in poor health outcomes, 
inequity, and diminished patient experience. Evaluating 
and managing access is a complex process influenced by 
myriad structural and operational factors.

The importance of timely access to care has long been 
recognized. In Crossing the Quality Chasm: A New 
Health System for the 21st Century, the Institute of Medi-
cine (IOM) highlights six essential aims for improving 
quality of care, one of which is the timeliness of service 
delivery [24]. The assertation builds upon the definition 
of access previously presented: “timely use of personal 
health services to achieve the best possible health out-
comes” [23]. The World Health Organization adopts the 
definition of access to health services, which reads “the 
perceptions and experiences of people as to their ease in 
reaching health services or health facilities in terms of 
location, time, and ease of approach” (Starfield [49], as 
cited in [54]). Scholars have recognized the complexity 
of access and have proposed various definitions, consis-
tently emphasizing timeliness as a key component [12, 
30, 43].

Research indicates that long wait times and schedul-
ing barriers may adversely affect access to care [51] and 
patient safety [38]. According to the Patient Access Col-
laborative [41], the median wait time for new patient 
appointments in the United States is 26 calendar 
days. There is no standard timeframe for appointment 
availability,however, perceived appointment delays may 
negatively impact patient satisfaction [13, 27, 29] and 
patient expectations [10, 34]. Patients’ perceptions of 
quality are strongly linked to their experiences, under-
scoring the need for health systems to address this criti-
cal aspect of service delivery [45]. Timely access to care is 
essential for promoting cost-effective health care delivery 
[44], equity [32, 50], and population health [53]. Finally, 
the reputation and operational efficiency of the health 
system may be adversely influenced by lengthy waits [25].

The development of a structured approach to managing 
access in the ambulatory setting is a pressing priority for 
health systems to facilitate better outcomes on behalf of 
all patients.

Research aim
The implications of failing to manage patient access in 
the ambulatory setting are recognized. There is evidence 
of a gap in the literature about the elements of patient 
access management for health systems; identifying these 
factors may have broad managerial and policy implica-
tions. The aim of this study is to develop a definition and 
comprehensive framework for patient access manage-
ment in an ambulatory setting. The primary objectives of 
the research are:

• To identify a definition of patient access and key 
determinants of patient access using a structured 
consensus methodology.

• To validate the proposed definition and framework by 
engaging health system leaders in iterative rounds of 
assessment.

• To provide health system leaders with a practical tool 
for defining, evaluating, and improving patient access 
management.

The framework seeks to provide health system leaders 
with actionable determinants of patient access in the 
ambulatory setting, enabling them to implement strate-
gies that improve outcomes.

Methods
This study employed a literature search for frameworks and 
a two-round Delphi panel methodology to gather expert 
consensus on the definition and determinants of patient 
access. The Delphi method was selected for its ability to 
achieve convergence of opinion among a diverse group of 
experts through iterative rounds of surveys, maintaining 
anonymity, and enabling structured communication [19, 
31]. The repetitive nature of the Delphi process enables 
refinement of the survey content, allowing for the assem-
bly of insightful qualitative and quantitative data [39]. This 
method is particularly effective for addressing complex, 
multifaceted problems such as defining patient access and 
its determinants, where expert consensus is crucial [5, 42]. 
Two rounds are effective for reaching consensus while 
maintaining panelists’ engagement and minimizing partici-
pant fatigue [21, 46].

Literature review
The literature review identified key frameworks in health 
care management that demonstrate the potential to 
advance patient access management. Frameworks serve 
as conceptual tools that delineate and organize factors 
and their interrelations, providing stakeholders with a 
systematic approach to evaluation and improvement [20]. 
Frameworks may improve validity and reliability in per-
formance improvement activities [40]. For health system 
leaders, such frameworks are instrumental in identifying 
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actionable determinants, prioritizing the allocation of 
resources, and evaluating the impact of interventions on 
access-related challenges [22].

The literature review revealed four frameworks used 
in system-level performance improvement efforts in 
health care. The Systems Engineering Initiative for 
Patient Safety (SEIPS) model emphasizes the integration 
of human factors and systems production to optimize 
health care processes and outcomes [3, 18]. Donabedi-
an’s Quality of Care model evaluates health care through 
structure, process, and outcome dimensions, offering a 
foundational approach to quality evaluation [6,  7]. The 
Institute of Medicine (IOM, now National Academy of 
Medicine framework outlines six domains of health care 
quality—safety, effectiveness, patient-centeredness, time-
liness, efficiency, and equity—highlighting priorities for 
system-wide performance improvement [16, 24]. Finally, 
the High Reliability Organization (HRO) framework 
offers principles of reliability and resilience for managing 
complex, high-stakes environments, characteristics that 
apply to the ambulatory setting [17, 36].

The Donabedian model is well-matched for patient 
access management because it provides a simple, yet 
comprehensive framework for evaluating health care 
quality through three dimensions: structure, process, and 
outcome. By integrating these dimensions, the Donabe-
dian model systematically addresses the multifaceted, 
interconnected nature of access, offering a structured 
approach to access management that can be leveraged 
as a management tool. The Donabedian model is applied 
as the framework for patient access management in this 
study.

Delphi panel
The Delphi method is a structured research technique 
designed to achieve consensus among experts through 
iterative rounds of surveys, providing a systematic 
approach to addressing complex issues [19].

The first round of the Delphi panel involved 14 mem-
bers from three committees of access leaders within the 
Patient Access Collaborative: the Professional Develop-
ment Committee, the Best Practices Committee, and the 
Board of Advisors. All constituents represent senior-level 
access leaders within their respective health systems and 
volunteer their service on the committees. The 14 mem-
bers include five clinician leaders and nine administrative 
leaders, collectively representing 14 health systems. Par-
ticipants were asked two open-ended questions:

How do you define patient access?
Describe ten determinants of patient access to your 

health system.

These questions were designed to elicit initial ideas and 
establish a broad foundation for the subsequent round. 
Responses were analyzed qualitatively by the authors and 
an analyst to identify recurring themes and assimilate the 
factors. Four definitions and forty-one determinants were 
documented by first-round participants and summarized 
by the authors.

The second round incorporated a larger audience, 
including all participants from the first stage, along with 
other clinicians serving as access medical directors and 
primary administrative leaders of patient access within a 
health system designated as the primary contact for the 
Patient Access Collaborative. The survey was designed 
based on the results of the first round and disseminated 
via email using the software SurveyMonkey®. The four 
definitions and forty-one determinants were distributed 
to the participants in round two. The survey was pilot 
tested with a small group of five experts on October 18, 
2024, to ensure clarity and feasibility. Feedback from the 
pilot test was used to refine the final survey.

The study population of the second round consisted of 
160 participants representing 125 U.S. academic health 
systems and children’s hospitals. Consent to participate 
was obtained. The finalized survey was distributed to 160 
participants, consisting of 35 clinical (physician, advanced 
practice provider, or nurse) access leaders and 125 admin-
istrative leaders, on October 22, 2024. A total of 98 respon-
dents completed the survey, resulting in a participant 
response rate of 61.3%. These respondents represented 85 
academic health systems and children’s hospitals, achieving 
a system-level response rate of 68.0%. Among the respon-
dents, 13 health systems were represented by both a clini-
cal leader and an administrative leader. The participants 
included 19 clinical leaders, 78 administrative leaders, and 
one other who identified as both an administrative leader 
and clinical leader. Clinical leaders in the field of access most 
commonly remain in clinical practice on a part-time basis, 
as their leadership roles for the health system are not full-
time, thereby incorporating the perspective of practicing cli-
nicians in the survey [52].

To optimize response rates, three follow-up reminders 
were sent on October 25 (clinical leaders), October 28 
(administrative leaders), November 12 (both groups), and 
November 25 (both groups), 2024.

Participants were asked to rate the definition and deter-
minants on a 1 to 9 scale. The scale was selected because 
it provides adequate granularity for Delphi panels while 
being intuitive for participants [26, 48].

For the definition, participants were asked: “On a scale 
from 1–9, please indicate the extent to which you con-
sider the following statement successfully defines the 
term “patient access.” 1 represents a definition which 
fails to define ‘patient access;’ 9 represents a defini-
tion which successfully defines ‘patient access.’” For the 
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determinants, participants were prompted: “On a scale 
from 1–9, please indicate the extent to which you con-
sider the following factor a determinant of patient access. 
1 represents a factor that is not important to patient 
access at your organization; 9 represents a factor that 
of critical importance to patient access at your organi-
zation.” “Organization” was defined as the participant’s 
health system. Figure S1 presents the survey instrument 
used for the two-round Delphi panel study.

Results
The first-round Delphi panel process yielded four distinct 
definitions of patient access and a total of 41 determinants. 
Quantitative analysis was conducted to identify the most 
highly rated definitions and determinants based on partici-
pant responses. Each item was scored using a Likert scale, 
and both the mean and median scores were calculated to 
ensure a robust assessment of consensus, consistent with 
the Delphi research methodology [14, 19].

Of the four definitions generated, one achieved both a 
mean and a median score above 8.0 on a 10-point scale: 
“Patient access is the ability to simplify the health sys-
tem for patients, offer timely care, and connect patients 
to their care providers.” (See Table 1). The definition was 
regarded by the expert panel as the most representative 
and comprehensive conceptualization of patient access. 
Because it represents the outcomes intended by patient 
access management, the elements of the definition are 
incorporated into the framework as major outcome 
determinants.

Similarly, among the 41 identified determinants, nine 
achieved scores with both a mean and median above 8.0, 
indicating strong consensus regarding their importance. 
The factors are executive leadership support, dedicated 
access leadership, system strategy prioritization, contact 
center management, appointment availability, appoint-
ment accuracy, capacity management, data collection 
and analysis, and defined, measurable goals. These nine 
determinants (Table 2) reflect critical factors in achieving 
effective patient access related to structure and process 
and are considered foundational to system-level patient 
access management strategies.

In addition to the nine major determinants related to 
structure and process, three determinants were incorpo-
rated into the framework based on the definition selected 
by the panel. Representing outcomes in the Donabedian 
framework, the determinants of simplification of system 
for patients, timely offering of care, and patient-clinician 
connection were incorporated in the framework, for a 
total of 12 major determinants.

Twenty factors achieved both a mean and median score 
above 7.0 and at or below 8.0, representing the minor 
factors. The scores of the minor determinants, sorted in 
numerical order based on importance as defined by the 
expert panelists, are listed in Table 3.

The use of dual metrics—mean and median—aligns 
with best practices in the Delphi method, ensuring that 
the most significant findings reflect central tendency and 
group consensus [9]. Combining quantitative analysis 
with qualitative insights affords a rigorous approach to 
the derivation of actionable results [14, 19]. The results 
provide a framework for understanding and improving 
patient access management in health systems.

Discussion
Applying the Donabedian framework and the survey 
findings, we propose the following categorization of the 
factors of patient access management for health systems:

• Structure

◦ Executive Leadership Support
◦ Dedicated Access Leadership
◦ System Strategy Prioritization

Table 1 Patient access definition scores
Definition Mean Median
1. Patient access is the health system's ability to simplify the health system for patients, offer timely care, and connect patients to 
their care providers

8.44 9.00

2. Patient access is the health system’s capacity to connect and communicate effectively with patients to best serve their unique 
needs

7.20 8.00

3. Patient access is the health system’s ability to facilitate the healing process by ensuring the patient is offered the best possible 
opportunities for care

6.86 7.00

4. Patient access is the health system’s capacity to serve its community by raising the standard of care for all community members 6.16 6.00

Table 2 Patient access management major determinant scores
Major determinant Mean Median
Structure
 1. Executive Leadership Support 8.48 9.00
 2. Dedicated Access Leadership 8.50 9.00
 3. System Strategy Prioritization 8.24 9.00
Process
 4. Contact Center Management 8.16 9.00
 5. Appointment Availability 8.54 9.00
 6. Appointment Accuracy 8.35 9.00
 7. Capacity Management 8.27 9.00
 8. Data Collection and Analysis 8.04 9.00
 9. Defined, Measurable Goals 8.03 8.50
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• Process

◦ Data Collection and Analysis
◦ Contact Center Management
◦ Capacity Management
◦ Appointment Availability

◦ Appointment Accuracy
◦ Defined, Measurable Goals

• Outcome

◦ Simplification of System for Patients
◦ Timely Offering of Care
◦ Patient-Clinician Connection

The framework integrates the panel's highly rated defini-
tion and determinants into a well-established model for 
quality care, providing a comprehensive lens through 
which patient access can be understood and operational-
ized. By using the Donabedian model as a foundation, the 
research underscores the relationship between organiza-
tional resources (Structure), operational processes (Pro-
cess), and patient-focused outcomes (Outcome).

The major and minor determinants are integrated into 
the model displayed in Fig. 1 (Framework for Patient 
Access Management) as categories, which the authors 
present as the framework for patient access management 
in the ambulatory setting.

The results indicate the importance of an intentional 
priority on patient access management in the ambula-
tory setting of a health system. Dr. J. H. Knowles [28], the 
director of Massachusetts General Hospital wrote: “Turn-
ing to the outpatient department of the urban hospital, 
we find the stepchild of the institution. Traditionally, this 
has been the least popular area in which to work, and as 
a result, few advances in medical care and teaching have 
been harvested here for the benefit of the community.” 

Table 3 Patient access management minor determinant scores
Minor determinant Mean Median
Structure
 1. Patient-Centered Culture 7.99 9.00
 2. Clinician Leadership 7.78 8.00
 3.Technological Infrastructure 7.78 8.00
 4. Patient Self-Service 7.66 8.00
 5. Organizational Policies 7.66 8.00
 6. Availability of Ancillary Services 7.58 8.00
 7. Geographical Proximity for Community 7.58 8.00
 8. Patient Portal 7.63 8.00
 9. Availability of Facilities 7.45 8.00
 10. Care Team 7.37 8.00
Process
 11. Top-of-License Practice 7.92 8.00
 12. Workforce Recruitment 7.67 8.00
 13. Change Management 7.65 8.00
 14. Benchmark Comparison 7.67 8.00
 15. Referral Management 7.60 8.00
 16. Enforcement of Organizational Policies 7.61 8.00
 17. Training 7.45 8.00
 18. Patient Co-Management 7.52 8.00
 19. Patient Engagement 7.37 8.00
Outcome
 20. Patient Experience 8.03 8.00

Fig. 1 Framework for patient access management. Determinants of patient access management based on expert consensus. ©The Authors
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There is evidence that inpatient facilities remain the pri-
ority for health system investments [1, 37].

For health systems, the respective allocation of 
resources may not reflect an intention to ignore or oth-
erwise diminish the regard for the ambulatory enter-
prise. The ambulatory setting is challenging to manage 
because the allocation of supply is largely controlled by 
inexperienced, untrained customers using a first-in, first-
out (FIFO) model. These customers– patients– call or 
go online to book appointments, which are dispersed 
based on the availability of timeslots, typically allocated 
in 10- or 15-min blocks, on a scheduling template that 
represents the system’s supply of clinicians. Patients with 
more resources, including time, available use of com-
munication devices, health literacy, and language com-
prehension, inherently may have a higher probability of 
successfully accessing care in the ambulatory setting [8, 
47]. The structural inequity of access may be perpetu-
ated by this unmanaged distribution of the supply of 
clinicians’ time, particularly as the system has grown 
more complex for patients to navigate. The dynamic of 
supply distribution in the ambulatory setting contrasts 
with other areas of the health system– the inpatient hos-
pital, the skilled nursing facility, the surgery center, and 
so forth– where trained clinicians skillfully triage, deter-
mine acuity, and manage their time. At present and pro-
jected in the future, there are shortages of clinicians in 
the US [15]. It is an opportune time for health systems to 
apply a more rigorous, evidence-based approach to sup-
ply management in the ambulatory setting.

The framework determined by expert consensus 
reveals major determinants at the structural level: the 
health system must support patient access management 
at the highest levels of the organization. Leadership dedi-
cated to access management and a deliberate system-level 
strategy are paramount. Structurally, the health system 
must also have facilities, ancillary services, technological 
infrastructure (including patient portal and self-service 
tools) and geographical proximity for its community. 
Investments into ambulatory care teams and clinician 
leaders are vital. These structural elements must be bol-
stered by organizational policies and a patient-centered 
culture. As identified by the results, a patient-centered 
culture is the most highly rated minor determinant, nar-
rowly missing the quantitative cut-off as a major factor. 
Collectively, the three major and ten minor determinants 
provide the scaffolding for patient access management in 
a health system.

The experts agreed that myriad factors related to pro-
cess were crucial. While the structural elements may 
exist in modern health systems, yet require calculated 
attention and nurture, the process elements determined 
by the panel of experts may be novel for health systems. 
Ambulatory contact center and capacity management are 

foundational operations for patient access management, 
replacing a complex, often frustrating web of largely anti-
quated entry points and appointment booking workflows 
for patients today. The burden of a historically unman-
aged scheduling process may be transferred to patients, 
thus perpetuating inequity. As with many complex 
issues in health care, data collection and analysis, indus-
try benchmark comparisons, and defined, measurable 
goals are vital to illuminate opportunities– and maintain 
momentum towards improvement. Striving to offer and 
manage referrals, appointment availability, and appoint-
ment accuracy are key workflows, with a deliberate focus 
on training, clinician and staff workforce management, 
and organizational policy enforcement to safeguard the 
future balance of supply and demand. Patient engage-
ment and co-management are prioritized in the ambula-
tory setting, with care teams practicing at the top of their 
license to optimize care delivery. These newly introduced 
or significantly refined process elements are encircled 
with change management to encourage and support 
stakeholder adoption.

The final component of the framework is outcomes: a 
simplified, frictionless experience for patients to receive 
timely, connected access to care. While healing may not 
be guaranteed, managing the patient’s emotional health 
in navigating entry into the health system– to feel, with 
confidence, that they will be cared for—is a pivotal com-
ponent of patient access management.

Health systems encompass a diverse array of entities 
and represent only one structural model for care delivery. 
In the United States, ambulatory care is provided through 
a variety of settings, including independent medical prac-
tices, community health centers, mobile clinics, and other 
entities that operate outside of the traditional health sys-
tem framework represented by the panel of leaders par-
ticipating in this study [35]. This diversity underscores 
the necessity of a flexible and adaptable approach to 
patient access management.

The framework presented herein is designed to be 
applicable across all models of care delivery, regardless 
of organizational structure. While leaders may leverage 
this framework to enhance patient access, its implemen-
tation will necessarily vary across settings. For instance, 
a mobile clinic may lack the resources to dedicate a spe-
cific leader to access management, as represented by one 
of the research study’s major determinants. However, 
in applying the framework, administrators may recog-
nize the need to assign explicit responsibility for access 
oversight, akin to how patient safety efforts are typically 
managed by a health care organization. Similarly, while a 
mobile clinic may not maintain a centralized contact cen-
ter, its leadership must account for the essential role of 
patient communication.



Page 7 of 9Woodcock and Profeta BMC Health Services Research          (2025) 25:524 

The adaptation of this framework across diverse care 
settings necessitates careful consideration of innumer-
able intersecting issues, including health literacy and 
language accessibility, social determinants of health, 
workforce availability and composition, facilities, tech-
nological infrastructure, geography, and other factors. 
By accounting for these variables, organizations can 
optimize patient access and ensure equitable care deliv-
ery within their respective communities. The framework 
for patient access management serves as a fundamental 
guide for enhancing access across diverse ambulatory 
settings. However, its effective application requires con-
sideration of both internal and external factors that may 
influence its implementation to achieve the desired out-
comes related to access to care.

Limitations
This study has several limitations. First, by focusing 
exclusively on academic health systems and children’s 
hospitals in the US, which are large and complex health 
care organizations, the findings may not be generaliz-
able to smaller or non-academic hospitals and health 
systems. Academic health systems often have unique 
structures and resources that differ from other health 
care organizations, potentially limiting the applicability 
of the results to broader contexts [2]. The limited gen-
eralizability applies also to the study of US-based health 
systems, thereby potentially restricting the pertinence to 
health systems outside of the US. Next, the study reflects 
the perspectives of health system leaders, without incor-
porating insights from health policy experts, patients, or 
referral sources. This omission may result in an incom-
plete understanding of patient access management issues, 
as the viewpoints of leaders may not fully capture the 
experiences of health policy experts, patients, or refer-
ring clinicians [33]. Finally, while frameworks provide 
structured approaches to complex issues, they can over-
simplify the realities of health care delivery. Relying solely 
on such models may overlook contextual factors and the 
nuances inherent in patient access management, under-
scoring the importance of using frameworks in conjunc-
tion with other evaluative methods [4].

Conclusion
The purpose of this study was to provide consensus from 
a panel of experts engaged in access about the definition 
and determinants of patient access management in the 
ambulatory setting. The import of patient access man-
agement is recognized, as well as its challenges. The Del-
phi method was effective in identifying a definition and 
a consensus of determinants of patient access manage-
ment. According to the panel of experts, “Patient access 
is the ability to simplify the health system for patients, 
offer timely care, and connect patients to their care 

providers.” Applied to the Donabedian model, 12 major 
and 20 minor factors inherent in patient access manage-
ment were recognized by 98 experts representing 85 aca-
demic health systems and children’s hospitals around the 
US. The 12 major factors include executive leadership 
support, dedicated access leadership, system strategy pri-
oritization, data collection and analysis, contact center 
management, capacity management, appointment avail-
ability, appointment accuracy, measurable, defined goals, 
simplification of system for patients, timely offering of 
care, and patient-clinician connection. The research 
may inform stakeholders about management techniques 
to apply, thus contributing to the adoption of evidence-
based practices to promote improvement efforts in man-
aging patient access to the ambulatory enterprise of a 
health system. The applicability of the findings is shaped 
by the composition of the Delphi panel, which primarily 
reflected the perspectives of internal stakeholders, spe-
cifically health system leaders. Further research is rec-
ommended to identify the elements of each determinant, 
as well as associated barriers and facilitators, while also 
integrating the perspectives of patients, health policy 
experts, and other external stakeholders.
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