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D r a ma t i c  P e r f o rm an c e  Im p rov e me nt ™  

Baseline Data Advisory 

Documenting Your Start ing Point Statist ical ly  

Introduction 

In healthcare of the future, all patients have easy access to the report card and outcomes 

of their Medical Home. They can see objective measures of the patient experience and 

will make decisions about where they go for care based upon these measures. While one 

can argue that such objective measures overlook the human factor of bedside manner and 

feelings of trust building, these objective measures will be the first thing that potential 

patients see.  Because of this, they must represent us well enough to get patients in the 

door in order to experience this great bedside manner that will keep them coming back to 

us.  

In this “information age,” the currency of the day is time and how we use our patients’ 

time or how long we make them wait can make or break our relationship with them. In a 

safety-net healthcare organization, wasted time and lost productivity is typically because 

our ways of working (and of working together) are often outdated.  

The vehicles for making dramatic improvement in processes and outcomes are the DPI™ 

team & their managers (whom we call the team levers).  And the fuel that keeps us all 

charged up about making these Dramatic Performance Improvements (DPI™) is the sure 

knowledge that we are making great progress. The way we know we are making great 

progress is to compare our model test data to our “baseline data”, i.e., the snapshot of our 

starting position. This advisory guides you in gathering baseline data for your teams.  

Who’s responsible for compiling this baseline data for your team? The DPI™ team 

levers--the managers who helped select your DPI™ team.   

For this baseline data you will be collecting five baseline data points:  

✓ Patient Cycle Time (CT) 

✓ No-Show Rate 

✓ Capacity Used 

✓ Productivity 

✓ Third Next Available Appointment (TNAA) 

After walking through this intro together, you will divide and conquer and get the results. 

There are two parts to this process: 
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1. Coordinating your Baseline Data Collection Plan. Please fill out 

your plan for submission (located on page 11).  

2. Final Baseline Data Submission. Please complete the last page (12) 

of this advisory with your final completed data sheet.  

A Word about Automated Data  

We love automated data and we love that software systems are becoming increasingly 

capable of calculating such measures for us. That being said, the reports are only as good 

as the data being put into the system and for many clinics, there is not a standardized way 

of interpreting and therefore entering info that will produce the data report we want. So, 

we want you as a management team to divide and conquer and we want this baseline data 

done manually. For  example, we want to be able to see every patient Cycle Time that 

contributed to the average.  

Part of our job is to pull the data manually and then go back and pull an automated report 

for the same data. If we get the same number, then we know we can trust the automated 

system. If we don’t, we need to determine the discrepancy before we move the teams into 

using automated data. That’s your job as a manager—to make sure the data tools your 

team has work reliably well.  

Determining When to Col lect Basel ine Data   

For all of these data points (except TNAA, which will be explained later) we want to 

ensure we have a random sample and an accurate sample size to have reliable data. So we 

will want the baseline to include the equivalent of two full clinic sessions. As the 

leadership team for your site, sit down and write out on small slips of paper all the typical 

clinic sessions in your clinic each week. If your clinic runs like most you will have 

regular sessions weekday mornings and afternoons while you may have evening/weekend 

clinics which are only partially staffed. Again, for sample size and consistency purposes, 

write down only the sessions that are typical full sessions. If you have a session that is 

only group visits, specialty care, half staffed or are mostly some other abnormal visits, 

then do not use that session in your random drawing.  

For most clinics the slips of paper will read: Monday morning, Monday afternoon, 

Tuesday morning, Tuesday afternoon, etc., Now, put all of those slips of paper in a hat 

and draw four random sessions. These will be the sessions you use to collect your 

baseline data so record them below:  

 

 

 _________________  AM/ PM 

 

 _________________  AM/ PM  
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 _________________  AM/ PM  

 

 _________________  AM/ PM  

Diving Into the Five Data Points   

Cycle Time  

Cycle Time is the total elapsed time between the moment when the 

patient enters your facility to the time the patient leaves your facility. 

This is a tough definition of Cycle Time. Cycle Time has nothing to 

do with a patient’s appointment time. Cycle Time starts when the 

patient enters your facility even if he/she shows up an hour early. 

So you need to carefully measure what the Cycle Time is for the 

current visit process (The Old Way). Your DPI™ team is 

meticulously mapping 10 patient visits. Couldn’t you simply use that 

data to gauge the baseline? No. Why? The sample size is far too 

small to give you confident statistics. 

Gathering Baseline Cycle Time Data Manually 

To determine your average current patient visit Cycle Time, follow the steps below. 

1. Determine when you will collect data. Refer back to the above intro to know 

which four sessions you will use to collect data.  

2. Gather the Right Data. Now that we know WHEN we will gather our Cycle Time 

data, let’s talk about exactly what we are tracking. For this benchmark data, we 

do NOT have to track patients laboriously as we did for the tracking 

exercise. We are interested ONLY in the total amount of time the patient spent 

under the roof to complete a visit in its entirety…from the time he/she entered 

your facility until the time he/she left it. Each facility has its own peculiarities, so 

you’ll have to design your own tracking process to make sure you record good 

start and end times for each visit.  

3. Calculate Carefully. We are looking for the average Cycle Time of all patient 

visits over the course of the four clinic sessions. Once you have your start and end 

times for the patient visits, you need to calculate the total elapsed time for each 

visit. Then add all elapsed times for all visits and divide by the total number of 

visits. This will give you a fairly reliable average Cycle Time. Don’t rush through 

these calculations. Make sure your work is of the highest quality. 

CAVEAT: Do NOT average each session and then take the average of the 

sessions (i.e., adding up the averages of the four sessions and dividing by four). 

Measuring your  
WAIT time 
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This will not give us a true mathematical average. Rather, add up all visits from 

all four sessions and divide by the total number of visits from all four sessions. 

Gather No-Show Data 

Appointment No-Shows wreak havoc on the daily schedule and a Medical Home’s ability 

to plan. Even with a predictable No-Show rate and overbooking, you can recover some of 

the lost capacity, but the unpredictability of the day creates chaos and overwhelming 

surges in patient volume.  

More importantly, a patient who No-Shows is telling you something very important about 

the care they are opting not to get, something you can’t afford to miss. A No-Show is any 

patient who we expected to walk through the door today, but did not. It’s that 

simple. If they called to reschedule then we didn’t expect them. If we expected them 

and they didn’t show, that’s a No-Show. Maybe they didn’t know they had or needed 

the appointment, they didn’t want the appointment, or they couldn’t get through on the 

phones to cancel or change the appointments.  All problems we can solve together.  

No-Show data is relatively easy to pull from most Practice Management (appointment 

making) systems. If you can pull the data from your Practice Management (PM) system, 

then you just need to scrutinize it a bit before we record it and use it as our baseline. 

Some practice management systems define a No-Show as someone who did not attend 

OR cancelled within a certain short time period before (two hours before the appointment 

time maybe or by 8 am or 10 am the morning of the appointment). If your data seems 

reliable when you compare it with this manual collection then write down on the attached 

baseline data worksheet what the definition or cut off time is in your PM system.  

 

Calculating No-Show Rates Manually  

To verify our baseline we’ll do a manual collection of No-Shows and compare it to the 

system report.  

To calculate No-Show rate, follow the steps below.  

1. Determine the denominator. Add up the total number of appointments on today’s 

schedule that were scheduled in advance of today. Count them by unique patients, 

not appointment slots. If there are two 10:00 am patients, one 10:20 and two 

10:40’s that is 5 not 3 that we are adding. This number is the denominator.  

2. Now find the numerator. Now add up the total number of patients that No-

Showed/broke their appointments or otherwise didn’t call to tell you but just 

didn’t show up for their appointment. This number is the numerator.  

3. Divide it out. Divide the number of No-Show people, by the total number of 

people we expected to come in (#2 above divided by #1.)  

4. Make it a percentage. Multiple this number by 100 to convert it into a No-Show 

percentage.  
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Example:  32 patients were on 

the schedule today for Dr. 

Jackson (it is irrelevant for this 

calculate that there are only 24 

slots in the schedule all day or 

that Dr. Jackson was 

overbooked.) 9 of those 32 people we had on the schedule as coming in never did come 

in by the time we closed for the day. The No-Show rate for Dr. Jackson for today was 

9/32 X 100 or 28%.  

If the manual calculation matches the system generated No-Show rate, then going 

forward the system-generated rate is probably a reliable substitute for this manual 

calculation. If the numbers do not match, speak with the collaborative manager to figure 

out a way to determine if you can alter the system reports to get a more accurate number.  

Calculating Capacity Used  

 

“Waste not, want not” is really what “capacity” is about. It is not uncommon for most of 

us to have days that find us wondering, “What exactly did I get done today?” Where did 

the time go? Wow, is it that late already?”  In short, it is easy to lose productive time, 

which we are calling “capacity”.  

Inevitably, some capacity will be lost. It is impossible to consistently take advantage of 

all possible capacity. So using 100% capacity is NOT the goal. It’s impossible. But by 

measuring the capacity we use in a clinical session or day, we are often shocked by how 

much productive capacity has not been taken advantage of, i.e., wasted. And that “shock” 

makes us reflect upon how we organize our systems and processes and then experiment 

to reduce that waste.  

Finally, the overriding compelling reason to measure and improve the use of capacity in a 

safety-net healthcare organization is that “lost capacity” translates into “lost healthcare” 

for someone in need of care who depends on us for that care and likely has no alternative. 

Lost capacity leads to long Third Next Appointment availability, i.e., wait time for 

appointments. For us, lost capacity is not just inefficiency, but also suffering.  

Capacity Used Method 

We believe in simple methods to measure results. “Simple” means “easily doable yet 

very useful”. Simple, by definition, rules out sophisticated, complex, and totally 

accurate”. There is a serious tendency in healthcare to create overly complex measures to 

attempt to accommodate every exception and caveat. This results in labor-intensive, often 

incomprehensible measures that cannot be sustained over the long term.  

A simple method cannot fully capture the whole truth about a particular situation—

whether it is Cycle Time, productivity,Capacity Used or any other performance indicator. 

But “the whole truth” is not required for improvement, and improvement is our goal.  

 

9 patients No-Showed ÷ 32 patients were 

expected = 0.28125 

0.28125 X 100 = 28.1 % or 28% 
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What is required for improvement is some kind of index—a single number that we can 

track over time to record improvement. The New York Stock Exchange is comprised of 

almost 3000 companies. If you try to figure out how well “the market” is doing by 

analyzing all these companies simultaneously you would go insane as well as fail at the 

task. So there is an index, a single number that combines the daily movement of all these 

stocks. Though few people can actually explain how the number (index) is calculated, 

anyone can understand and follow this single number over time and find it immensely 

useful.  

An even simpler stock market index is the Dow Jones Industrial Average. It is comprised 

of only 30 (well selected) companies! And yet it is still astonishingly revealing about how 

the American economy and business world is doing as a whole. Easy to follow and easy 

to calculate. It doesn’t capture “the whole truth”, it’s 30 companies representing the 

community of 10,000 companies, but it sufficiently reflects the situation as a whole. 

The bottom line here is to not obsess about a measure. Employing a simple measure that 

captures most of the truth and is then used to spur improvement is much better than 

endless wrangling over defining a measure that is perfect. There is no such thing.  

The Capacity Used Calculation 

1. Pick the Best Day. Ideally, “Capacity Used” calculations would be automated and 

displayed in real time for all staff for all clinic sessions. But since you probably 

have to do this manually, you will use the same four random clinic sessions. 

Going forward your team will choose the day of the week that is most typical for 

you in terms of volume and other factors and they will do a weekly Capacity Used 

calculation on this day every week.   

2. Get Your Denominator. Your schedule defines your capacity. If your schedule 

shows five appointment slots per hour, and your clinic is four hours long, then 

your capacity is 20. (Remember the discussion about “simple methods”. This is 

the simple way to measure, but no one expects you to see five patients per hour. 

Try to be patient with this until you finish the advisory). Make sure you reconcile 

this with the schedule because the first hour may have only four appointment slots 

because the Patient Care Team huddle usurped the first appointment of the day, or 

the last hour of clinic may not actually schedule a patient visit a mere fifteen 

minutes prior to the clinic session coming to a close. In short, the number of 

appointment slots equals the capacity. This is the denominator for your 

calculation. 

3. Get Your Numerator. At the end of the clinic session or clinic day, add up the 

total number of patients seen during the clinic session. It does not matter whether 

the patient seen was scheduled for a visit or not. Keep it simple: Total patients 

seen during the clinic session or day. Yes, this does not account for patients you 

talked with on the phone, etc., but remember it’s a simple method.  
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4. Do the Calculation. Take your numerator—the number of patients seen and 

divide by your scheduled capacity—the total number of appointment slots. It does 

not matter, by the way, whether you were holding an appointment slot open for a 

last minute surprise visit from some patient. Frozen slots are still slots and count 

as part of your total capacity.  

5. Convert Into a Percentage. Your 

calculation will be something like .43 or .76 

or .67. Multiply this number by 100 to send 

the decimal point home and add a “%” sign 

to get 43%, 76%, 67%.  You interpret this 

number as “We used 67% of our scheduled 

capacity”. Remember: It’s very, very, very 

unusual to reach 100%, so don’t think of 

100% as normal performance.  

Gathering Basel ine Productivity  

You know from personal experience that if you change the way you do something, you 

get different results. It doesn’t matter if we are talking about working, cooking, raising a 

family, washing the car, or grocery shopping. Do it one way and it takes a certain amount 

of time. Do it another way and it takes a different amount of time. And, if it takes less 

time, we say we were more efficient. And because we were more time efficient with one 

task, it means we had some “extra” time to do something else. And because we did 

something else, we say we were “more productive”. In other words, we did more in the 

same amount of time than we did the last time. That’s because we discovered a better, 

more efficient way to get the job done. 

Typically, productivity in a safety net healthcare organization is a much-hated word. 

That’s because usually the clinicians are beaten senseless by unnamed others to “increase 

your productivity”. But redesigners know that “productivity is what we accomplish 

collectively” and it is the direct outcome of HOW we do our work. So, in redesign we see 

productivity soar without a lot of fanfare because in our quest to reduce Cycle Time, we 

clear a lot of the clutter out of the work process and we work much more effectively in 

teams. 

Just as in the case of Cycle Time, we won’t know how much progress we are making 

during The DPI™ Journey unless we know what our productivity is now, so we need to 

gather this data at the same time we are gathering the baseline Cycle Time data. 

1. Timing and Sample Size. Gather your productivity during the same clinic sessions 

that you are gathering Cycle Time data. 

2. Gather the Right Productivity Data. We are going to track productivity by 

provider because that’s how your current system tracks information. We are still 

going to consider the encounter as the unit of productivity. We know this is a 

somewhat controversial method, but it’s actually a pretty good indicator. 

20 Slots Available 

15 Pts Seen 

15 ÷ 20 = 0.75 

.75 x 100 = 75% Capacity Used  
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3. We are going to focus on productivity per hour because that statistic is hugely 

affected by work process design. And we’re going to avoid THE COMMON 

MISTAKE. What’s that? The mistaken way of calculating productivity is to look 

at the clinic session schedule of a particular provider—say it runs four hours from 

1:00 to 5:00—and then divide the total number of encounters seen by this 

provider during this session by four. 

4. Let’s say the provider saw eight patients. Divide eight by the number of 

SCHEDULED session hours (four) and you get a productivity rate of 2.0 patients 

per hour. What’s wrong with this picture? It assumes the clinician did all the work 

associated with the patients seen between the hours of 1:00 and 5:00. But, in fact, 

often it’s impossible to complete the work during the scheduled session given the 

inefficiency of current ways of working. So, medical charts, for example, are left 

until the end of the day for charting. 

5. Well, what’s the alternative? The alternative is to simply count the ACTUAL 

number of hours the provider spent doing the work RELATING TO THE 

ENCOUNTERS OF THAT SESSION AND COMPLETED WITHIN THAT 

DAY. 

6. So, let’s say we are measuring productivity in the afternoon session. But that 

morning, the clinic session ran until 12:30 instead of ending on schedule at noon. 

The provider now rushes through a lunch till 1:10 and realizes there are important 

phone messages that just have to be dealt with now. So, she begins the afternoon 

session at 1:30. For the purposes of measuring productivity, the clock starts at 

1:30, not 1:00 when the first patient was scheduled. 

7. Similarly, if the clinic session schedule “stopped” at 5:00 pm, but the clinician 

was seeing her next-to-last patient at that time, then she saw the last patient from 

5:20 to 5:40, and then dictated charts relating to the afternoon visits until 7:00 

before finally going home, then the provider was “in session” from 1:30-7:00, or 

5.5 hours. So, if she saw eight patients during the afternoon session, her 

productivity per hour was 1.45 patients per hour. 

8. Final Computations. Track the number of encounters and total provider hours for 

each clinician for each of four clinic sessions. Then tally up the total encounters 

from the four tracked clinic sessions to get a grand total. Now add up all the 

provider hours for the four clinic sessions to get the grand total of provider hours. 

Now divide the total encounters by the total provider hours to get the average 

provider productivity per hour. Review your calculations with the collab manager. 

Third Next Avai lable Appointment (TNAA)  

TNAA is another way to measure the amount of access patients have to their medical 

home. While it’s probably the only measure here that is completely unknown to a 

layperson, it is becoming the industry standard and so report it we must. The third next 
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available appointment represents the average length a patient must wait in days to get an 

appointment with their Primary Care Provider.  

From the ihi.org website it reads ”the "third next available" appointment is used rather 

than the "next available" appointment since it is a more sensitive reflection of true 

appointment availability. For example, an appointment may be open at the time of a 

request because of a cancellation or other unexpected event. Using the "third next 

available" appointment eliminates these chance occurrences from the measure of 

availability.” 

 

To calculate TNAA 

Select a morning during your random 

baseline data collection week and do 

your TNAA sample then. It is often 

simplest to calculate TNAA either 

before clinic opens or when it is closed 

for lunch as appointment making that 

occurs during this data collection 

process can confuse the data collector 

as appointments are being filled.  

Sample all clinicians on the care team 

the same day of the week—your team 

will do this on an ongoing basis once a 

week.  

Count the number of days between a request for an appointment (e.g., enter dummy 

patient) with a physician and the third next available appointment for a new patient 

physical, routine exam, or return visit exam. Report the average number of days for all 

physicians sampled.  

Note: Count calendar days (e.g. include weekends) and days off. Do not count any saved 

appointments for urgent visits (since they are "blocked off" on the schedule.) The data 

collection can be done manually or electronically. Manual collection means looking in 

the schedule book and counting from the "index" (day when the "dummy" appointment is 

requested) to the day of the third available appointment. 
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A word about Honesty  

“Geesh! This sure is a lot of data. And frankly some of our numbers don’t look so hot!” 

You might be thinking to yourself. Well, you’ve come to the right place…the DPI™ 

collaborative.  

Now before we get started, let’s think for a minute about the best use of baseline data. 

Baseline data is essentially putting a measurement down and putting a stake in the ground 

about where your starting point is. If we were all exactly the same in our services, patient 

populations, staffing, etc., then maybe we would expect all clinics to be equal at the 

start…but we are not. Instead we are all uniquely different and the true measure of 

success comes by looking at a clinics improvement over the course of the collaborative. 

That being said, please resist the urge to make your baseline numbers look good just to 

avoid any criticisms. You are among friends so bring your numbers exactly as they are.  
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BaselineData Collection Plan 

Worksheet  

 

Data Elements 

to Track 

Identify the 4 Sessions 

you will be tracking data: 
(Track all 4 data pts for each session  
Cycle Time, No-Show Rate, Capacity-

Used and Productivity) 

How many pts 

are you 

expecting to 

track Cycle 

Time per 

session? 

Who is collecting? 

Please list name 

 

Cycle Time 

 

No-Show Rate 

 

Capacity Used 

 

Productivity 

 

TNAA 

 

 _________________  AM/ PM 

 

 _________________  AM/ PM 

 

 _________________  AM/ PM 

  

 _________________  AM/ PM  

 
For TNAA – Which day will 
you count appts from? For 
example, Thursday 8 am 
__________________________ 

 

_______________pts 
 
 
_______________pts 
 
 
_______________pts 
 
 
_______________pts   

 

 

 

Cycle Time 

_______________ 

 

No-Show Rate 

________________ 

 

Capacity Used 

______________ 

 

Productivity 

_________________ 

 

TNAA 

_________________ 
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Baseline (Pre-DPI™) Data Sheet  
 

Your Clinic Name & site or area  ________________________________________ 

At our clinic site, typical patient visits include the following services: 

(Check all that apply) 

 Laboratory 

 Pharmacy 

 Radiology 

 Other___________________ 

 Other ___________________ 

 Other __________________

 

Data Element 
Pre-Collab Average 

from Four Sessions 

Collectors 

initials 

Cycle Time 

Average Cycle Time (in minutes) for all patient 

visits to the clinic. 

________ Minutes 

 

No-Show Rate 

Percentage of patients that No-Show for 

scheduled appointments.  

________ % of No-Shows  

 

Capacity Used 

The amount of appointment capacity that gets 

used each day by patients.  

________ % used  

 

Productivity 

Total number of patients seen for a given day 

divided by total provider hours worked (as 

opposed to hours scheduled).  Hours worked 

includes all work (e.g., charting, huddles, 

referrals, etc.) directly related to the patient visits 

completed that day. 

_______ Patients per hour 

per provider 

 

Third Next Available Appointment 

Number of days from now that a patient has to 

wait if they are getting the third next available 

appointment with their PCP.  

_________ days 

 


