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Extending Patient Care Office Hours
What Factors Are Important to Consider?

John R. McConaghy, MD
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BACKGROUND. Primary care physicians are feeling increasing pressure to see more ambulatory patients each
day, and most practices are considering expanded hours. The goal of this study was to identify factors that
physicians and office personnel felt were important to consider when deciding whether to extend patient care
office hours.

METHODS. We used a qualitative descriptive study design with focus groups to elicit responses from office per-
sonnel. We recorded and transcribed unstructured interviews and used an editing style of data analysis to identify
important factors. We then categorized the factors and compared them with the transcripts to identify which per-
sonnel groups considered each category of factors important.

RESULTS. Eight categories of factors emerged from the focus group discussions. Some factors were common
to more than one category. The most important categories were: defining the purpose of this schedule change
(addressing specific office needs); impact on the quality of resident education; disruption of complex office
schedules; and impact on time outside the office, and the potential disruption of the balance between personal
and professional commitments.

CONCLUSIONS. A broad spectrum of office-specific characteristics and personal considerations has to be con-
sidered when deciding whether to extend office hours. These factors are interdependent, and their importance
varies among office personnel groups. The factors can be considered in a systematic fashion, however, providing
a practice with useful, objective data on which to base its decision.

KEY WORDS. Office visits; ambulatory care; physicians’ practice patterns; focus groups. (J Fam Pract 1999;

48:196-201)

hould we extend our patient care office hours?
his question is being asked more frequently
by primary care physicians because of the
creasing prevalence of managed care and its
fluences on medical practice. During the

on patient office-hour utilization patterns, the types of
problems managed during evening hours, and patient
satisfaction with their after-hours experiences.%6/8 The
factors to consider when faced with the decision to
extend office hours, however, have not been considered

past several years, there has been a change of focunsthe medical literature.

from inpatient care to ambulatory patient care that has
resulted in an increased number of visits to physicians’
offices.12 Many physicians have reported feeling pres-
sured to increase the number of patients they see each
day3tand may feel the need to extend their office hours
into evenings and weekends.

The decision to provide after-hours care is likely to
affect most practice functions and personnel.
Authorities at these practices who are considering
extended office hours are frequently unsure if they have
sufficient and correct information on which to base
their decision. Published work in this area has focused
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The goal of this pilot study was to identify factors that
the office personnel of a single practice felt were impor-
tant to consider when deciding whether to extend patient
care office hours. The approach used to elicit these fac-
tors may be useful for others dealing with this issue.

METHODS

We used a qualitative, descriptive study design and
interviewed focus groups to elicit unconstrained
responses from office personnel.

Setting
This study was carried out in a community-based fami-
ly practice residency that is administered by a 770-bed
tertiary-care, not-for-profit hospital. This hospital is
part of a larger managed care system in an upper
Midwest city with a population of approximately
350,000. The residency has 18 family practice residents,
6 in each class.

All members of the practice (physicians and non-
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physicians) are salaried employees of the hospital.
Approximately 35% of the 20,000 annual outpatient visits
to the family practice center (FPC) are covered under
managed care plans. The region’s 2 largest plans offer
monetary bonuses to community practices that have
extended hours.

At the time of this study, there were ongoing negotia-
tions to build a new FPC. The current facility was con-
sidered outdated and small, given the recent rapid
growth of the practice. The physician faculty were con-
sidering extending office hours to relieve some of the
problems caused by the current lack of space.

The practice had experimented with extended office
hours approximately 7 years earlier. That arrangement
included extended office hours on 2 weeknights and on
Saturday mornings. It was discontinued after approxi-
mately 1year, because it Was underused by patients and
unprofitable.

The physician faculty were considering extended
office hours at the time of this study without overt pres-
sure from hospital administration. The faculty typically
seeks broad input from the members of the practice
when considering major office decisions.

Participants

The office members were divided into groups according
to their roles and duties. The physician faculty group
was composed of 5 full-time, board-certified family
physicians, and the nonphysician faculty group included
apractice manager, a clinical pharmacist, a behaviorist,
the director of quality assurance and patient education,
and a licensed social worker. The clinical nursing con-
stituency contained 9 nurses (5 registered nurses, 2
licensed practical nurses, and 2 medical assistants), a
radiology technician, and a laboratory technician. There
were 8 people in the administrative support group,
including a referrals coordinator and secretarial, med-
ical records, and receptionist personnel. The residents
made up the fifth group.

Data Collection

Over a 3-month period in the winter of 1997 through
1998, each of these groups participated in an unstruc-
tured interview session lasting approximately 90 min-
utes. All group members were invited to their interviews,
and all participated, with the exception of 2 nurses. The
groups were interviewed in the following order: physi-
cian faculty, nonphysician faculty, nursing staff, ancillary
support staff, and residents. This order was determined
solely by the most convenient time for all members of
each group to meet. Each of the 3 resident classes was
interviewed separately to limit the number of members
in each group and maximize group dynamics. The dis-
cussions took place among the members of each group
while the investigator facilitated but did not participate
in the discussion. Since the investigator was part of the
physician faculty facilitation and recording of that
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group’s discussion was done by the behaviorist on staff.
Each session began with the questions: “Should we [our
office] extend office hours [and] what factors are impor-
tant in answering this question?” There was no script
beyond this. When each focus group felt that it had
exhausted its discussion, the investigator revealed com-
ments and statements from other groups, stimulating
further discussion in all groups. Each session was audio-
taped and then transcribed.

Focus groups were chosen as the most appropriate
method of eliciting the desired information from each of
the groups because of the large number of office mem-
bers. The discussions were facilitated to elicit comments
from all members of the group (including dissenting
opinions) in an attempt to minimize any dominant or
monopolizing spokesperson.

Potential Bias

The study’s investigator, a participant in the physician-
faculty group, felt that the consideration of extended
hours was driven by financial considerations rather than
by patient desire or resident education and, therefore,
preferred not to extend office hours. The physician fac-
ulty were aware of this view; other members of the prac-
tice stated that they were not. Athough being the dis-
cussion facilitator was congruent with his usual office
interactions and practices, the investigator's opinion
may still have influenced group responses.

Data Analysis

Using an editing style of analysis," factors were identified
from the transcripts on the basis of recurrent topics of
discussion and participants’ statements. They were cate-
gorized according to natural associations and groupings
of the identified factors. These categories and factors
were then compared with the transcripts to identify the
personnel groups that considered them important,
according to the frequency and intensity with which they
were discussed.

To strengthen validity, a nonphysician researcher not
affiliated with the practice, a faculty physician, and the
staff behaviorist independently compared the investiga-
tor’s interpretations with the transcripts to confirm that
those interpretations accurately summarized the data.
A1l disagreements were discussed, and the investigator
and reviewers agreed to change, leave unchanged, or
eliminate the interpretation in question.

RESULTS

Demographic data are shown in Table 1 Al 5 faculty
physicians had practice experience before joining the
residency. Four had experience with extended hours
arrangements; 3 were with the residency during its earli-
er attempt. Fifty-six percent of the personnel (excluding
residents) were working in the office when the practice
had previously extended office hours.
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TABLE 1

Characteristics of Participants in Study Groups

Physician Nonphysician Nursing and Administrative

Faculty Faculty Residents Ancillary Staff Support Staff Totals
Characteristic (N=5) (N=5) (N=18) (N=11) (N=13) (N=52)
Sex
No. men (%) 5(100) 2(40) 8(44) 15(29)
Age
Mean (range) 43.0 (34-52) 42.8(35-51) 28.7(26-43) 43.3(32-56) 39.2(23-58) 37.15(23-58)
Years with practice
Mean (range) 6.6(2.0-13.0) 4.8 (3.0-8.0) 1.4 (0.5-2.5)* 8.7(1.0-20.0) 8.2(0.8-19.0) 7.8 (0.8-20.0)t

*This is a fixed number based on resident training requirements (3-year), class composition (6 residents in each of first-, second-, and third-year classes), and

timing of the study.
tNumbers include all groups except residents.

Factors considered important by the personnel
groups are shown in Table 2. This table represents data
gathered before the responses from previous groups
were introduced. After previous groups’ responses were
revealed, however, 4 of the categories were discussed in
all the groups: purpose, resident education, office sched-
ules, personal issues. They are listed below in order of
increasing time and intensity in the group discussions.

Purpose

The faculty physicians tried to identify the problems that
would be eliminated by expanding office hours.
Problematic issues included increased patient volume
during regular office hours and more telephone calls and
patient visits to the on-call physician. Several physicians
noted that Saturday morning hours would decrease the
number of Friday admissions of patients who do not
need to be hospitalized but are too sick to wait until
Monday to be seen; these patients could be seen during
the weekend. The most pressing issue was the inade-
quate physical space caused by the practice’s recent
growth. Although it was generally unquestioned by the
faculty physician group that extended office hours
would solve these problems, they noted potential new
problems, such as insufficient physician faculty to ade-
quately supervise more resident time in the office. They
also noted that there was not enough nursing staff to
cover longer days, and there were fiscal barriers to hir-
ing more nurses.

Resident Education

The residents feared that increasing clinic hours would
disrupt rotational commitments and interfere with their
education. They also questioned whether the quality of
supervision and teaching in the after-hours setting would
decline because there were not enough faculty to cover
more hours. One faculty physician questioned whether
there would be an educational benefit to such a schedule
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change or if it would only be a requirement to provide
more service: “[Part of] our mission statement...
includes...educating residents. How would extending
office hours enhance this education...or does it?”
However, one resident suggested that extended hours
might help prepare them for more realistic practice
arrangements after graduation that would require
evening or weekend clinics.

Office Schedules

All of the groups noted that an extended-hours program,
including any compensation time arrangement, would
“wreak havoc with the schedules” and affect nearly
every function in the office. Members of the physician
faculty considered scheduling possibilities that would
result in shifting the hours that they worked rather than
requiring them to work more hours. Those participants,
however, stated that they could not realistically imple-
ment these options because of their “plethora of other
responsibilities” including inpatient rounds, office pre-
cepting, nursing home rounds, home visits, staffing vari-
ous outpatient clinics, committee meetings, and a “mul-
titude of residency-associated administrative and educa-
tional tasks.” They pointed out that schedules in a com-
munity-based academic setting were not as flexible as
those in a private practice setting: “No matter how you
look at it, I'd end up working 18-hour days.”

Personal Issues

More than 25% of the interview time among all groups
centered on the effect of evening or weekend hours on
their time outside of the office. These discussions were
livelier and contained more emotional content than
those of the other categories. Several respondents
expressed a fear that evening and weekend hours would
interfere with personal and family time, resulting in “less
time with the kids, missed ball games,” and so forth.
Nearly all of the physicians and nurses felt that this



TABLE 2
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Categories and Factors in the Decision to Expand Patient Care Hours, and the Office Personnel Groups
to Which the Category Was Important

Categories*

Purpose

Schedules

Personal impact

Education impact

History

Goals

Possible beneficiaries

Financial implications

Factors

Define the specific problem(s) to solve: increasing on-call
load/stress, increasing patient visit volumes during day, lim-
ited space in facility/building

Wide-ranging impact on intricate schedules including per-
sonnel/staffing, rotations, call, didactios/conferences, inpa-
tient rounds, patient scheduling

Unable to shift time to cover evenings/weekends instead of
working more hours

“Just added duties” vs a valuable extension of time
Infringement on free time and family time (‘sacred time”)
Define compensation time arrangements

Professional vs personal balance

Educational benefit vs only more service/work

Interference with rotations, didactics, rounds, call schedules
Diminished first contact with patient and initiation of workup
by resident

Not enough physician faculty to fulfill supervision require-
ments

Consider historical factors of previous attempt

Convenient for patients but money loser

Does history apply today in a different medical climate (with
increased prevalence of managed care)?

Solutions to defined problems (eg, space shortage, on-call
load)

Better service to patients; increased patient satisfaction
Justify request for new facility to administration

Patients: convenient hours; improved access to care. Would
continuity decrease? Fulfill patient needs and/or desires.
Would patients utilize late clinics? What do patients want—
would survey be useful?

Physicians: decreased volume of after-hours telephone
calls/nonurgent visits to the emergency department,
decreased inpatient load—sicker patients followed up in
office instead of hospital or on weekends

Practice and/or health system: recruit patients and expand
patient base, increase revenue, increase share of covered
lives in competitive managed care environment

Consider cost-benefit analysis: significant impact on prac-
tice revenues/expenses?

Receive monetary “bonus” from managed care plans for
extended hours

Group f

Physician faculty

Physician faculty residents

Ancillary support staff, physician faculty

Residents, physician faculty

Nursing staff, physician faculty}:

Nonphysician faculty, physician faculty

Nonphysician faculty

Nonphysician faculty, physician faculty

‘Factors elicited from interviews were grouped according to a common theme or category. There is some overlap of factors with different categories.

fThe group(s) to which the particular category of factors was important on the basis of the frequency and intensity with which the factors were discussed with-
in each group prior to the investigator’s revealing responses from previous groups.

fThe majority of the members of these 2 groups experienced the residency’s prior failed attempt.

“sacred time” was already diminishing as the result of
increasing schedule demands. The administrative sup-
port staff in particular objected to developing an extend-
ed-hours program, noting that there would be little or no

benefit of such a program to them. Respondents from
other groups stated that they did not want to work
extended hours and they predicted that staff members
would become disgruntled with this new schedule, lead-

The Journal of Family Practice, Vol. 48, No. 3 (Mar), 1999 199



EXTENDING PATIENT CARE OFFICE HOURS

mg to a decline in office morale. Several dissenters in
each group, however, pointed out potential advantages
of a varied schedule, assuming adequate time-off
arrangements were made possible. The advantages
included increased job satisfaction and quality time with
family, and a lower rate of burnout.

All of the faculty physicians stated that they straggled
to find the balance between professional and personal
commitments and obligations in an after-hours arrange-
ment: “Where do we draw the line?” An often-repeated
question was, “Even if this is the right thing to do, will
we still do it?” Would personnel sacrifice family and per-
sonal time for potential benefits to the practice? One
physician commented, “Even if there is a need to be ful-
filled, other issues, such as longer work-week hours and
time away from my family...outweigh the need to have
the extended hours.”

DISCUSSION

Several underlying and often opposing themes were evi-
dent. Extending office hours, for example, may provide
solutions to problems that currently exist. The opposing
theme was that new problems would be created by this
schedule change, and the office would merely be substi-
tuting one set of problems for another.

There was sincere interest in determining patient
preference and need, and a consideration of the impact
that extended office hours would have on quality and
convenience of care. The groups felt, however, that sim-
ply lengthening the workday would have a negative
effect on their own personal lives. Although shifting
patient care hours to cover evenings and weekends with-
out increasing the total number of hours worked during
the week is common in many practices, Xl the physician
faculty felt this was not an option because of numerous
other responsibilities that could not be shifted or dele-
gated. Longer days in the office would upset the balance
between personal and professional commitments that
these physicians strive to maintain for themselves and
model for the residents. This created the tension of hav-
ing to choose between patient care and personal balance
— a difficult issue and pivotal factor in the decision for
this practice.

Since most of the practice personnel experienced the
program’s previous failed attempt at extending office
hours, they approached this discussion cautiously. They
wanted to ensure that this decision was made for the
right reasons. Further tension came when deciding what
the right reasons are: Are they to fulfill the principles in
the mission statement (patient care and resident educa-
tion) or to prevent personnel overcommitment and sub-
sequent burnout? Again, practice members seemed to
feel that they had to choose between their patients and
their self-interest.

A dialogue pattern emerged in response to the study
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question. First, the individual focus groups offered rela-
tively balanced input in the spirit of a true decision-mak-
ing process. Then there was an anti-extended office
hours movement that gelled and strengthened as the
focus group interviews progressed. This sentiment was
expressed by nearly all individuals in every group. The
anticipated infringement on personal time outside the
office became the rallying cry for this movement. This
phenomenon may best be viewed in the context of an
organization cultural model described by Goffee and
Jones.2 Using a sociological approach, they describe
organizational communities as being composed of (1)
sociability — the friendliness among the members of a
community; and (2) solidarity — the measure of a com-
munity’s ability to pursue shared objectives despite per-
sonal ties. The practice in this study was found to have
high levels sociability and solidarity (author’'s unpub-
lished data). Although this type of environment pro-
duces several advantages for the office (a high degree of
teamwork, information sharing, and strategic focus), it
also creates disadvantages (colleagues are often reluc-
tant to criticize or disagree with one another), and
although all often agree on one strategy, it may be the
wrong strategy.RIn our study, there was cohesiveness
and solidarity among those who opposed extended
office hours because of the infringement on personal
time, despite the acknowledgment of objective issues
that argued for the schedule change.

Implications

Our study shows that the decision to extend office hours
does not have to be made on the basis of intuition and
finger-crossing. Presumably, the study question will pro-
duce a predictable answer: “No, we do not want to work
more.” However, objective data can be systematically
collected and used to guide the decision process.

The question asked in this study can divide an orga-
nization. Practices considering this decision, however,
can enhance their confidence in the choice they make if
they have a good understanding of their organizational
culture before pursuing this topic. An awareness of the
practice culture could assist decision makers in building
consensus and selling the decision to the group—even if
the ultimate decision made is contrary to the initial sen-
timents of the group.

Physicians may prefer to protect personal balance even
at the expense of enhanced patient care and resident edu-
cation. This may reflect current societal view that ones
profession should be no more important than one’s per-
sonal life. The reasons for maintaining a balance between
the 2 are obvious — enhanced patient care (fewer incor-
rect decisions or compromises in care because of fatigue
or burnout) and enhanced education quality (residents
have role-models for maintaining balance). This balance,
however, is somewhat opposed to the founding principle
in medicine that focuses on the patient. Most physicians



have struggled with these issues at some time in their
career. Physicians and practices must take care, however,
not to allow this argument to create inertia against meet-
ing patient care needs. This is the equivalent of corporate
suicide. Another balance must therefore be maintained:
the balance between personal interests and the survival of
one'’s practice.

Limitations

This study was conducted during the winter months, a
time of the year that is traditionally busier than other
months. Resulting fatigue may have influenced what fac-
tors were elicited and the emotional tone of the discus-
sions. Also, this study was conducted in a residency set-
ting, and most practices considering this decision are
not residency programs. Many of the factors, however,
may provide insight into important issues to consider in
individual practices. Further research efforts should
focus on distilling factors that are important in this deci-
sion in other practice settings, management styles, and
organizational cultures.

CONCLUSIONS

Real or perceived pressure to see more patients in the
office does not automatically translate into more or dif-
ferent hours of care. There is a broad spectrum of fac-
tors to keep in mind when considering extended office
hours. These factors range from office-specific charac-
teristics to personal considerations. They are interde-
pendent, yet the importance of each varies among office
personnel groups. Moreover, these factors can be deter-
mined in a systematic fashion. In our study, personnel
favor extended office hours if they are beneficial to
patients and resident education, but only if personal
interests, such as life outside the office, are protected.
This is not simply the result of people with busy sched-
ules resisting the addition of more work to their sched-
ules. All groups required justifications and rewards for
longer work hours to balance the intrusion on personal
time that extended office hours would create, even if

EXTENDING PATIENT CARE OFFICE HOURS

other considerations in this decision suggest that such a
schedule change is necessary or is “the right thing to do.”
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