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Abstract 
There are a variety of reasons why patients will not show up to their doctors’ appointments.  

Some reasons are remedial (e.g., not having transportation can lead to other transport options), 

whereas others are not (e.g., not wanting to hear bad news).   But regardless of the specific reason, 

changing the behavior so that it complies with the doctor’s orders is difficult to know in advance.  

This thesis investigates this complex issue in three ways: (1) using electronic medical record data, 

(2) conducting a survey of patients, and (3) assessing the patient workflow through the clinic 

based on a cycle-time analysis.   The EMR data revealed 30% of patients who did not show up to 

their appointments, most of whom were new patients and pediatric patients.  To better understand 

the reasons why patients did not show up for their appointments, patient surveys were then 

conducted.  The results showed that transportation (42%) and getting off of work (21%) were the 

primary reasons why patients could not show up to their appointment. The surveys indicated that 

8% of all members waited for over 45 minutes before seeing a medical professional. To 

understand why patients had to wait over 45 minutes for their appointment, patients were 

observed during their office visits and a cycle-time analysis was conducted to assess the workflow 

of the patient through the medical clinic.  The results indicated that the work flow was inefficient 

due to poor scheduling practices and communication breakdowns. A discussion of the findings 

and implications for healthcare practice are provided. 

 

Introduction 

There can be a variety of reasons why patients will not show up to their doctors’ appointments.  

Some reasons are remedial (e.g., not having transportation can lead to other transport options), 

whereas others are not (e.g., not wanting to hear bad news).   But regardless of the specific reason, 

changing the behavior so that it complies with the doctor’s orders is difficult to know in advance.  

Moreover, not showing up for an appointment can affect the doctor’s livelihood.  A study titled 

“Measuring the Cost of Patient No-Shows” indicated that the cost of non attendance can be as 

much as $150,000 per physician (Mckee, 2014).  

 

Strategies to identify the reasons for noncompliance include clinics that target their highest no-

show group through interviews and unstructured dialogue in an attempt to further understand the 

reasons for the nonattendance.  Some research suggests that non attendance is highest when the 

government supplies the health care and when psychosocial problems are present (Naomi, 2001). 

 

Many different interventions have been attempted to make a patient more likely to show to their 

appointment. Some of the most effective include text message reminders, reminder phone calls, 

and email (Gurol-Urganci, 2012).  The finding suggests that phone calls and text messages are 

significantly better than no reminder.  Other interventions include education and a modified 

scheduling structure. Clinics that call and educate patients on the impact their no show have seen 

improvements in the educated patient’s attendance (Dumontier, 2013). With more effective 

scheduling and double booking patients who have a high likelihood of not showing up to 

appointments, Dumontier (2013) found that the clinics under investigation managed to 

significantly overcome the financial burden of patient nonattendance. Internal processes can have 
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significant impacts on the patient’s inclination to show up to appointments. By managing and 

changing internal processes, clinics are able to manage the no-show rate in a more effective 

manner (Fischman, 2010). 

 

A study on patient perceptions of no-shows indicated that patients often feel disrespected by the 

staff as result of not understanding the clinic’s process and excess waiting time (Naomi, 2001). 

By properly understanding patient perceptions of wait time and processes, the quality of the 

patient experience can be improved.  

 

Research Context 

Area of Study 

The thesis is an investigation of reasons for patients’ nonattendance at Your Neighborhood 

Healthcare Center (YNHC).   Your Neighborhood Healthcare Center (YNHC) has a primarily 

Medicaid population.  They have two locations within the Phoenix area. The Roosevelt Clinic is 

situated in a very low geographical socio-economic area. The second clinic, the Osborn clinic, is 

located in downtown Phoenix. The clinic started in 2007 with only one practitioner and has grown 

to now employ six practitioners.  The clinic is a recognized Patient Centered Medical Home 

(PCMH). This designation indicates that the practice has a history of providing exceptional care 

and have enhanced  clinical outcomes.  The YNHC was selected as a context of study because the 

health care center wanted to identify the workflow of patients and which patients do not show up 

to their appointments. By identifying these patients and managing these groups of patients, the 

clinic can reduce the financial burden imposed. There are times  the flow of patients are uneven, 

meaning they either do not show up, or everyone shows up at once (due to taxis dropping off 

multiple patients before or after their appointments).  Either way, it creates problems for the 

clinical offices.  

 

In the next section, the data collected from electronic medical records, surveys of patient 

satisfaction, and office workflow data, are expected to illuminate issues associated with the no-

show patient demographics, satisfaction, and workflow. 
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Methodology 

Electronic Medical Record Data 

Demographic Data Collection 

The participants for the study were chosen based on random days in a specifically chosen month. 

Data were collected over a 2-day period in early March, 2014, and consisted of 340 patient’s 

entries. As the Table 1 indicates, most patients were Hispanic (54%), with a high percentage of 

Caucasian and African American; 14% declined to answer the question.  Of the 340 patients, most 

were women (63%), with an overall average age of 42 years.  

 

Table 1.  Descriptive Statistics of EMR Patient Data* 

Ethnicity N % 

Patient Age 

Range N % 

Caucasian 88 30 0 — 6 17 6 

Hispanic 158 54 7 — 17 24 9 

African 

American 
34 12 18 — 25 37 13 

Native 

American 
3 1 26 — 35 45 16 

Asian 

American 
4 1 36 — 45 48 17 

Other 6 2 46 — 55 64 23 

Missing 47  56 — 65 62 22 

   66 — 75 23 8 

   76 + 10 4 

Average   Not Reported: 10  

Total 340   340  

 

 

* Data collected were HIPAA compliant and an accepted IRB. 
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Timeline 

Data were collected during the month of March (from March 11, 2014 to March 12, 2014), since 

most patients were more likely to have appointments during the Spring.  Due to the fact that the 

clinic did not have an available query studio with which to run reports of desired criteria on no-

shows, it was necessary to gather the data manually.   The information was de-identified by 

having the account number (which links to the patient’s personal information) associated with a 

random identifier. The random identifier was then associated with the data row and the actual 

account identifier and unique identifier was stored under a different secure excel spreadsheet that 

would link the de-identified data with the patient's chart.  

 

To determine if the location of the patient was affected by their ability to show up for an 

appointment, zip codes were analyzed based on concentric circles around the clinics.  This way, 

the patients who were closest and farthest to the clinic could be identified.  It was expected that 

the farther away the patient is from the clinic, the less likely they would be to show up to their 

appointment. However, the zip codes did not reveal any pattern of significance.  

 

Identifying the Chief Complaint 

The Chief Complaint is the primary reason the patient comes for an appointment.  Of the 340 

patients in the EMR database. This category is related to whatever the patient’s ailments were for 

that day (n=340), included are the following subcategories: 

• Diabetic Checkup- Any patient with diabetes has regular visits to maintain and manage 

this chronic diagnosis (n=34, 10%) 

• Diagnostic Test Review- If any diagnostic test was ordered (x-rays, ultrasounds, blood 

draw, MRI, etc.) the provider will order a follow up visit to discuss the results of the 

diagnostic and provide education (n=87, 25%) 

• Enduring Symptoms-if a patient has long term symptoms related to a diagnosis 

(hypertension, cystic fibrosis, myalgia, etc.) (n=37, 17%) 

• Exam- Either a yearly well child check or a well woman exam. These are general checkups 

for patients (n=23, 7%) 

• Family Care-These pertain to the general bumps and bruises that a person may get (wart 

removal, vomiting, diarrhea, cold, etc.) (n=57, 17%) 

• Hormones- There is a provider that specializes in hormone therapy and manages regular 

visits associated with hormones (n=13, 4%) 

• Hospital follow-up- An appointment scheduled to go over a recent hospitalization or 

emergency room visit (n=35, 10%) 

• Medications- Patients who either need medication changes, refills, or questions regarding a 

specific medication (n=17, 5%) 
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• Pain- general or specialized pain that is not being treated by a pain clinic (n=6, 2%) 

• Paperwork/Establish Care- if a patient has paperwork for work or for a procedure, the 

provider will take time to fill out the paperwork, or if a patient is establishing care with the 

clinic (n=22, 6%) 

• Provider- this category displays which of the five providers the patient saw at the visit  

• Show/NoShow- This subcategory reflects the status of the patient’s appointment. If a 

patient showed up to their appointment, it was recorded as “show” (70%). A patient was 

excluded if they rescheduled/cancelled their appointment with greater than 24 hours 

notice.   However, if a patient gave less than 24 hours notice or did not show up to their 

appointment at all, the patient was considered a “no-show” (30%). 

 

The Patient Survey 

The patient survey was designed to gather data on why the patient did not show up to a medical 

appointment, and the reasons for not doing so.  The survey contained 15 items (see Appendix 1 

for details).  Participants were also asked about their satisfaction with the overall quality of their 

experience with the clinic. The questions asked patient to respond to their ability to address their 

health needs, the value in the appointments scheduled, and likelihood of referrals to 

friends/family.  Also asked was the percentage of time did patients spend waiting for an 

appointment.  We found that of 64 patients who responded to this question, most waited 15-30 

minutes (77%), whereas 16% waited between 30-45 minutes and only 8% waited longer than that. 

 

Of the 73 surveys collected during the month of October in 2014, the demographics included 

Hispanic (n=44), African American (n=7), Caucasian (n=21) and Other (n=1). These results were 

self reported as the surveys were conducted anonymously. There were 23 males (31%) and 49 

females (69%) (1 remained unreported) who participated in the survey. There were 2 clinics that 

participants attended, but the majority of them came from the Osborn clinic (71%); 13 

participants did not choose a specific clinic. Patients were voluntarily asked to take the survey 

when they came to the clinic for their scheduled appointments.  

 

First, a few patients were interviewed openly about what they thought about their clinical 

experience.  From these interviews, a patient survey was created to provide feedback on the 

following areas: overall experience with the provider, overall time spent waiting, and general 

reasons why the patient was unable to attend appointments in the past.  Appendix 1 contains the 

full survey. 

 

The surveys were distributed as patients came in for the appointments and before they were seen 

by any medical professional.  Although there were other opportunities to distribute the surveys, 

this method provided the greatest number of completed surveys in the shortest period of time.   
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Cycle Time Analysis  

Data were collected anonymously from patients based on their attendance to their appointments.  

During one week in November 2014. Patients were selected based on their attendance to their 

appointments, but no identifying information was collected from them.  The cycle time data are 

observations by following a patient along the different steps within the clinic’s process. The basic 

process from when a patient checks in to when they check out is as follows:  

 
 

The goal of the cycle time analysis is to maximize efficiencies and increase the quality of the 

patient experience. Your Neighborhood Healthcare Center has a defined set of work expectations 

for triaging, evaluating, and checking-out a patient.  By identifying the discrepancies between 

best practices and current practices, the clinic will be able to define reasons for increased patient 

wait times.   The cycle time analysis mostly consists of patient observations. Using a pre-

determined list of duties for the medical assistant, an analysis of the process was be conducted to 

identify any workflow inefficiencies to account for long waiting periods. 

 

The largest part of the analysis is reviewing both the value added time to the patient experience 

and the time patients wait (i.e., non-value added time).  Table 2 shows that the wait times for 

patients who come right at their scheduled appointment times (n=13) wait on average 3.5 minutes. 

However, patients who arrive early for their appointments (n=9, 41%) have to wait for their 

appointment, which averages about 50 minutes (Patients who arrive after 10 minutes to their 

appointment are asked to reschedule). What is evident from the data in Table 2 is the average wait 

time from triage to seeing the provider is a little under 20 minutes (18.8 mins), and the average 

time with the provider is a short 6.7 mins.   By observing the workflow, it became apparent that 

the time spent documenting the chart of the previous patient affected the time spent with the next 

patient.  Appendix 2 shows how the value-added and non-value added time in the appointment 
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process was calculated.  All value added time is the time spent working to improve some aspect 

of the patient’s clinical care; anything else (e.g., documenting, waiting) is non-value added time. 

For example, the process of signing in and updating paperwork is value added time; waiting to be 

triaged is non-value added time.  Time spent in each of these stages was recorded to quantify total 

value added and total non value added time. 

 

 

Table 2.  Descriptive Statistics for Cycle Time  

 

Wait 

for 

Triage 

During 

Triage 

Wait for 

Provider 

With 

Provider 

N 13 12 13 13 

Average (mins) 3.52 4.35 10.89 6.68 

SD 4.71 1.42 6.36 3.71 

Early-Arriving Patients*     

N 9    

Average (mins) 50.00    

SD 29.29    

* Early arriving patients come to the clinic at least 30 minutes before their appointment. 

 

From this analysis, a standardized current workflow procedure can be derived. The current 

workflow is important because, collectively, the team can make transparent the process at all 

levels.  Workflow inefficiencies will be discussed later in the thesis.  

 

Results 

Electronic Medical Record (EMR) Data  

The EMR data suggested that there is no difference between the show rates for individual 

providers (X
2
=1.5848, p=ns).  The next analysis looked at the differences in how a patient’s chief 

complaint offered reasons for why patients may not show up to their appointments.  The results 

show that patients with very young children (infant - 7 years) were significantly less likely to 

show up than other age group, (X
2
=15.6352, p<.05).  This finding suggests that parents of 

pediatric patients may not have time to bring the patient into the clinic, or that any acute issues for 

the child may be resolved before the time of the appointment. 
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Another category within chief complaints is generated when a new patient is assigned to a clinic.  

In that case, the patient schedules an appointment or the clinic calls them to make an appointment.  

In a traditional commercial clinic, the patient can elect to go to any physician that accepts their 

insurance. However, in a Medicaid system, the patient is assigned to a clinic. Therefore, it is the 

clinic’s responsibility to outreach to those patients and schedule their appointments. The results 

show that new patients are significantly less likely to show up to their appointment, regardless of 

how it is made  (X
2
=5.8276, p<.01).  It may be that signing up as a new patient is not a good 

enough reason to show up to the appointment, if the patient does not see the need to do so.    

 

Although these EMR data are telling, new patients and pediatrics account for only 9% of the 

clinic’s patient volume. The next step was to identify areas for improvement within the clinic to 

better understand the reasons why a patient does not show up to their appointments. The patient 

survey was created for that purpose. 

 

Patient Survey  

The results were stratified across the two physical locations. The Roosevelt clinic (n=17) and the 

Osborn clinic (n=42).  Some patients went to both clinics depending on where the provider was 

located (n=13).  

Table 3. Percentage of 41 Members Who Did Not Show Up 

Transportation issues 42.86% 

Unable to get off work 21.43% 

Forgot about appointment 14.29% 

Did not have the time 7.14% 

Miscellaneous (no reason given) 14.29% 

 

Although the vast majority of patients have missed an appointment, only 56% of patients could 

recall a time that they missed an appointment. This may be reflective of the patient’s bias of not 

wanting to admit to missing their doctor’s appointments, or not understanding the clinic’s policies 

and how their actions affect the clinic. The breakdown for reasons for missed appointments is 

indicated in Table 3.  

The primary reason for patient’s inability to make it to the doctor’s appointment is related to 

transportation issues. Patients were also unable to get off work, forgot about their appointment, 

and did not have time to attend their appointment. By identifying these primary reasons for the 

inability to attend appointments, YNHC is able to identify concrete reasons why their no-show 

rate is so high, and can consider interventions to reduce this overall number. 
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However, overall, patients perceived that the clinic addressed their health needs 92% of the time, 

and valued their appointments 96% of the time.  The data suggests that once at the clinic, they 

value their time there.   

Cycle Time Analysis  

The results of the cycle time analysis shown above in Table 2 showed that patients spend the 

majority of their time waiting for the provider and the time that the provider spends with the 

patient varies from 3 mins to 10 mins, with an average  provider time being almost 7 minutes.  

Clearly, the current system of patient wait-times has room for improvement.  Figure 1 shows a 

workflow diagram based on observations of the process, and indicates where current breakdowns 

occur. Currently, when a patient checks in, they fill out any necessary paperwork and then wait to 

be triaged. During this time, the check in-check out employee changes the patient status from 

Pending to Arrived. This alerts the medical assistant to come and triage the patient.  

During the triage process, the patient has all vitals taken. Also, the patient has all current 

medications verified, as well as medical, social and surgical history on a piece of paper. The 

medical assistant then alerts the provider that the patient is ready to be seen. Afterwards, the 

medical assistant will input this information into the electronic health record. The provider then 

spends time finishing a progress note before seeing the next patient. Once the provider is finished, 

they will see the patient and address relevant medical needs.  

If more testing is required, the provider will order a blood draw, electrocardiogram, or relevant 

immunizations/injections. The patient will wait until the medical assistant comes back in and 

completes the necessary order. Then the patient proceeds to the checkout location. If backed up, 

the patient will wait to check out. However, if there is nobody in front of them, then they proceed 

directly to the checkout without waiting. Finally, during checkout, the patient will schedule their 

follow up appointment (if necessary), receive an appointment card and treatment plan.  
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Figure 1.  Workflow Breakdown 

 

Figure 1 Key  

Red/Blue Arrow Communication points between different employees 

Black Arrow Next step in the workflow 

Red Hexagon in Process Breakdown in the workflow 

Green Circle End process 

Black Arrow Pointing to next step in process 
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Workflow Breakdowns 

 

CHECK IN - Whenever a patient checks in, the check in- check out employee preps a triage form 

for the medical assistant, and then places it on a rack. The medical assistant then takes the first 

ready form and triages the corresponding patient. This system, however, does not take into 

account the patient’s scheduled appointment time and very often, patients come in early to their 

appointment.  

 

TRIAGE/MA - Patients often fill out forms incorrectly or in an incomplete manner. A new patient 

will not get triaged until they complete their new patient paperwork. However, the medical 

assistant will go over the entire form again during the triaging process to insure its accuracy. After 

accuracy has been verified, the medical assistant will then input into the electronic health record 

for the provider to review.  

 

PROVIDER - The provider currently completes tasks that are under their level of license. Once 

the clinician has completed the medical decision making process and he/she has decided to 

complete a set of labs, the medical assistant can actually order the lab and take this workload off 

the provider. Previous inaccurate orders have jaded the provider towards allowing the medical 

assistant to complete this task. 

 

The provider is not in a physically close location to the medical assistant’s desk. As a 

result, the provider goes and looks for the medical assistant when any sort of procedure 

needs to be completed. This typical occurs as a patient needs an EKG or venipuncture. 

The provider loses time by being unable to locate the medical assistant.  

 

The provider often reviews diagnostic results with the patient to educate them on what 

different levels mean and how to manage the levels with day to day activity. Often 

however, the diagnostic report is not in the patient’s chart. This means that the patient and 

provider must wait until the medical assistant can search to find the record. Often, the 

medical assistant does not have the time to input the report into the patient’s chart before 

the patient comes in because of the backlog of work.  

 

The medical assistant will be in the middle of an EKG when the provider finishes his/her 

documentation for the previous patient. This means that the provider is waiting on the 

medical assistant to triage the next patient. This is a complete waste of valuable provider 

time, but the medical assistant can only accomplish one task at a time.  

 

The Patient Outreach Department (POD), or the call center, does not have a good working 

knowledge of the provider’s preferences. As a result, patients that may need additional 



Page 12 

time are not identified and the provider ends up running behind. When the provider 

communicates the request, there is no individual that owns the process or has 

responsibility for the specific provider creating a system that lacks accountability.  

 

CHECK-OUT- Check out is a process that tends to have few bottlenecks. The checkout process 

consists of a member rescheduling for additional appointments if necessary, printing any order 

forms for externally conducted procedures, and printing appointment cards. Afterwards, the 

patient leaves. Therefore, the only time a patient spends waiting at checkout is if two patients 

checkout at the same time. However, there are usually two employees to help with checking out if 

necessary.  

 

A detailed description of the problems, potential root causes, and workarounds are as follows: 

 

Problem encounter  Possible root cause Workaround 

1. Medical assistant triages 

based on time of showing up, 

not on appointment time  

Check in check out employee 

checks in patients before their 

scheduled appointment time.  

Medical assistant triages 

patient based on first come 

first served, making patients 

who arrive on time wait to be 

seen.  

2. Medical assistant is delayed 

in triaging additional patients 

for the provider to see 

Not enough medical assistants 

to triage patients. 

Medical assistant waits to 

perform procedure (i.e 

venipuncture) till after the 

next patient has been triaged.  

3. Medical assistant verifies 

all information on the past 

medical history.  

Intent of saving time by 

having patient fills out form.  

The patient’s medical history 

gets taken and recorded 

multiple times 

4. Provider does not have 

diagnostic results in chart for 

review prior to visit or during 

visit 

Medical assistant does not 

have enough time to input the 

report prior to the visit. 

Medical assistant prints off the 

reports when the patient is in 

the office.  

5. Providers have a hard time 

finding medical assistants 

Provider is not geographically 

close to medical assistant; a 

lot of different areas for the 

medical assistant to be 

 Providers spend time walking 

around looking for medical 

assistant 
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6. Provider is inputting their 

own lab orders 

Provider doesn’t trust medical 

assistant to complete as there 

are not proper trainings 

available 

Provider inputs order at first 

availability, usually after the 

patient leaves.  

7. Provider schedule would 

have new patients back to 

back that require additional 

documentation and additional 

time. 

Call Center does not know the 

provider's preferences or is 

not scheduling in the preferred 

method 

Provider must spend 

additional time documenting, 

increasing non-value added 

patient time.  

 

 

Discussion  

This thesis began with the question, “why do patients not show up to their appointments.”  By 

missing appointments, Your Neighborhood Healthcare Center (YNHC) is left having to miss 

schedule other patients, as well as the budgetary concern of missing an insurance payment.  Most 

of the patients at YNHC are insured through Medicaid.  It was a primary goal of this research to 

help YNHC to identify reasons for non-attendance in order to allow YNHC to consider outreach 

opportunities. 

 

There was not a chief complaint that explained statistically a medical reason for non-attendance; 

however, there were trends that a larger dataset with more chief complaints may explain. By 

gathering a larger sample, there may be an opportunity to shed light on what the patient views as 

value added within their health journey.  The survey of reasons for why patients did not show up, 

the results suggested that patient wait time was probably the most problematic for patients.  Given 

that transportation and getting off of work were accounted for over 64% of the reasons for not 

showing up, it is not surprising that long waits affect those who have difficulty getting to the 

office. 

 

The Cycle Time analysis revealed some back-end issues for why patients may have to wait.  First, 

patients are under the assumption that they can be triaged whenever they arrive. Then, the medical 

assistant regularly triages patients on a first come-first served method. This leaves the provider 

constantly playing catch-up, as patients who arrive on time are often waiting longer than they 

should.  In addition, the Cycle Time analysis found that the clinic had poor processes associated 

with inputting lab orders into the patient chart. If a lab was not in the chart for the provider to 

review, the clinician had to wait until a medical assistant retrieved the lab and inputted it into the 

chart. This slowed down the entire process and had a snowball effect when it came to making 

other patients wait. Also, if a provider has a full schedule, it added more stress to the process, 

especially if the provider has to input their own lab orders multiple times in a day.  
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It should be noted that patients arrive to their appointments earlier than scheduled as a result of 

the Medicaid transportation. Therefore, patient’s perceived that the overall wait time was high 

because they waited for a long time; however, they may have been seen on time for their 

scheduled appointment. Additional research could be compiled on the interventions associated 

with the cycle time analysis. This could have a significant impact on the overall show rate. 

Literature within this field of study indicates that if interventions can help reduce the total non 

value added time for the patient in a statistically significant way, it can also reduce the no-show 

rate in a statistically significant way (Fischman, 2010).  

 

The most significant point of the research is the connectivity between seemingly unrelated 

actions: (1) When patients show up for their appointment, they assume they are next, regardless of 

when they arrive and when they are scheduled, and (2) patient value added/non-value added time. 

When patients arrived early, the perception was that they spent the majority of the time in non-

value added, waiting time. Although they may not be waiting beyond their appointment time, 

patient perception is critical to appointment adherence. Therefore, it provides an opportunity for 

YNHC to improve patient perceptions. As a result, further research should be conducted to 

identify other non-obvious reasons that affect patient wait time.   

 

Limitations 

 

In general, the sample size for the data collected for this thesis was limited to the time available to 

conduct this research over a geographically distant clinic.  Continued research in this area should 

aim to have a much larger sample size, both for the EMR data on no-shows.  Also, observing the 

processes and interviewing those involved in the cycle time analysis would provide more insight 

into the complications as viewed by the participants.   

 

The survey data collection was based on patients who showed up for their appointments and 

asked them to remember a time they did not show up and their possible reasons.  It would be 

better to follow up with patients who did not show up and ask them for reasons and if there is 

something YNHC can do to help in the future to make their appointments.    
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Appendix 1- Patient Survey 

Your Neighborhood Healthcare Center (YNHC) is continuously looking at opportunities for improvement. 

We have identified areas for growth and are looking to actively engage our members to bring about that 

change. These surveys are completely anonymous. Please help us serve you better.  

 

How would you classify your ethnicity? 

a. Hispanic 

b. African American 

c. White 

d. Other __                           _______ 

e.  

Gender: 

a. Male  

b. Female 

 

Which location are your appointments usually scheduled at? 

a. Roosevelt 

b. Osborn 

c. It varies depending on appointment 

 
What is the reason for your appointment today?  

a. Disease management (Hypertension, diabetes, COPD) 

b. Current sickness (fever, vomiting, sore throat) 

c. Diagnostic Testing (Xray, blood draw, ultrasound) 

d. Family Care (yearly checkup, well child check, well women exam) 

e. Hospital Visit follow up 

f. I do not know 

g. Other: ____          ________ 

 

Do you have regularly scheduled appointments?  

a. Yes 

b. No 

 

The regular appointments are related to:  

a. Diabetes 

b. Hypertension 

c. General pain (back pain, arthritis, etc.) 

d. Chronic Pain 

e. Other ___________ 

------------------------------------------------------------------------------------------------------------------------------ 

The next few questions ask about a time you were unable to make it to an appointment.  

 

 

If you can, recall a recent time when you were not able to make it to an appointment you scheduled:  
Was there a time? 
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a. Yes, I can think of a time 

b. No, this has never happened to me 

 

If yes, was this appointment for a minor or for someone whom you are responsible?   

a. Yes, this appointment was for another person 

b. No, this appointment was for me 

What was the reason for the appointment?  

a. Disease management (Hypertension, diabetes, COPD) 

b. Current sickness (fever, vomiting, sore throat) 

c. Diagnostic Testing (Xray, blood draw, ultrasound) 

d. Family Care (yearly checkup, well child check, well women exam) 

e. Hospital Visit follow up 

f. I do not know 

g. Other: ____          ________ 

It was difficult to make this appointment because of (please circle all that apply):  

a. Transportation 

b. Unable to get off work 

c. Forgot about the appointment 

d. Did not have the time 

e. Other  _______________ 

Please briefly explain the reasons for not being able to make the appointment:  

The next set of questions asks you about your general experience at this clinic: 

After your visit, you are confident on how to better address your health needs:  

Very Confident Mostly Confident Sometimes Confident Rarely Confident Never Confident 

 

For the appointments you scheduled, how valuable are the appointments to you?   

Very Valuable Mostly Valuable Somewhat Valuable Rarely 

Valuable 
Never Valuable 

 

During your visits, how long are your average wait times before being triaged: 

a. Between 15 and 30 minutes 

b. Between 30 and 45 minutes  

c. Over 45 minutes 

 

How likely are you to refer to a friend or family member to YNHC?  

Very Likely Often Somewhat Likely Rarely Not at all 
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Appendix 2: Cycle-Time Analysis 

 

 Trial 1  Trial 2 Trial 3  Trial 3 Trial 4 

Appointment Time      

Arrival Time      

Time to Check in      

WT* to triage      

Time to triage      

WT to Provider      

Time with provider      

WT time to Misc 1      

Misc 1      

Wt Tme to Misct 2      

Misc 2      

WT to checkout      

Checkout time      

 

Note: *WT=wait time 

 

 

 

 

 

 

 

 




