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FEATUREPEER-REVIEWED

L
engthy appointment wait times may adversely impact 
patient satisfaction,1–3 patient expectations,4,5 access 
to care,6,7 patient safety,8 and reputation of health 
systems.9 Patients’ expectations for convenience, 

availability, and service are rising.10–12 Lengthy wait times 
for appointments reflect organizational barriers as well as 
capacity challenges.13

Research has demonstrated a positive association be-
tween physician leadership and organizational performance 
as evidenced by improvements in quality and clinical out-
comes.14–17 Despite evidence of the potential benefits of 
physician leadership, health systems have not historically 
appointed physicians to leadership roles dedicated to pa-
tient access in the ambulatory setting. There is little guid-
ance on how to define this role.

To address this gap of knowledge, this study aimed to 
create an evidence- and expertise-informed framework to 
identify elements of the emerging clinician leadership role 
in ambulatory access in U.S. health systems and to identify 
the prevalence of clinician leaders assigned to the leader-
ship role in ambulatory access in U.S. health systems. The 
research findings may benefit health systems considering 
a leadership role for a clinician to improve access in the 
ambulatory enterprise.

METHODS

The researchers used a convergent mixed-method approach 
employing interviews and questionnaires to fulfill the re-
search goal. The data are collected concurrently, results are 
analyzed separately, and the findings are combined. The 
quantitative results enable generalization, and the quali-
tative findings incorporate contextual factors by capturing 
perspectives.18 The design leverages the strengths of quan-
titative and qualitative research approaches to investigate 
and produce a more nuanced understanding of a complex 
contemporary issue.18,19

Interviews followed a semi-structured interview proto-
col that included questions about the role, competencies, 
traits, and resource needs as informed by the Alliance for 
Clinical Education’s framework to describe the essential 
inputs for the leadership role.20 The qualitative study was 
vital to understand the perception of leaders who perform 
the role. The design of the qualitative portion of the study 
was guided by the consolidated criteria for reporting qual-
itative research (COREQ).21

Qualitative analyses were conducted by studying tran-
scripts from interviews and were based on a survey of health 
systems regarding the current and future existence of the 
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role. Two survey rounds were conducted: July–September 
2022 and July–August 2023.

The qualitative and quantitative data (first round) were 
collected concurrently, and the results were integrated.22 
The second round of the quantitative data was conducted 
12 months later to examine the change in the existence of 
the role over time.

Participants
Participants were recruited through the Patient Access Col-
laborative (PAC) between April and June 2022 (qualitative) 
and July and September 2022 (quantitative). A purposive 
sampling technique was used for the qualitative study.23 
Participants were identified through their engagement with 
educational programs for medical directors offered by the 
PAC. Twelve experienced physicians and advanced practice 
providers who functioned as the access medical directors of 
their health system were invited to participate; 10 accepted 
the invitation.

For the quantitative study, the survey was sent to the main 
contacts for each health system that is an organizational 
member of the PAC. The main contact is the position of a 
director (or above) in the ambulatory enterprise of the health 
system they represent.

The PAC consists of U.S. health systems that are academic 
medical centers, children’s hospitals, and cancer centers. 
Table 1 shows the geographical regions represented by the 
PAC. Ninety representatives were invited to participate; 53 
accepted. Twelve months later, the 53 participants were 
surveyed again; 50 agreed to participate. Three of the 50 re-
sponses were provided by a new person in the role because 
the original participant had departed the position. To 
determine the replacement, the main contact for the PAC 
was queried; all three replacements agreed to participate. 
Table 2 displays the characteristics of the quantitative sur-
vey participants.

Data Collection
Data were collected for the qualitative and quantitative 
studies. For the qualitative study, the primary author de-
veloped a semi-structured interview guide that was tested 
at a pilot interview. Interviews were conducted virtually 
between April and June 2022 using the Zoom technology 
platform and were recorded with participant permission. 
The interviews lasted 30 minutes and were transcribed ver-
batim. Sample questions were:

	◾ What, if any, protected time do you have for this role?
	◾ How would you describe your leadership characteristics?
	◾ What impact would you say that you have had so far on 

patient access for your organization while in this role?
	◾ What message would you give to other health systems 

that are considering investing in a role like yours?
	◾ What training have you had to prepare you for this role?

Concurrently, the authors developed a survey instrument 
to gather quantitative data on the role of access medical 
director. For the quantitative study, an electronic survey was 
distributed using the Survey Monkey® technology platform. 
Surveys were transmitted three times in 2022 for the first 
round (July 25, August 2, and September 13) and three times 
in 2023 for the second round (July 3, July 20, and August 9).

Table 1. Patient Access Collaborative Member Health 
System Location

Count Percentage
1Health System Region:

Midwest 20 22.2%

Northeast 22 24.4%

South 30 33.3%

West 18 20.0%
1Regions based on U.S. Census Bureau regions.

Table 2. Quantitative Questionnaire Participant Profile

2022 2023

Count Percentage Count Percentage

Gender:

Female 39 73.6% 38 76.0%

Male 14 26.4% 12 24.0%
1Health System Region:

Midwest 8 15.1% 7 14.0%

Northeast 13 24.5% 13 26.0%

South 23 43.4% 22 44.0%

West 9 17.0% 8 16.0%
1Regions based on U.S. Census Bureau regions.
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Data Analysis
Transcripts were coded in MAXQDA. The researchers iter-
atively developed a codebook. Transcripts were analyzed 
using open coding and tracking issues and themes related 
to the role, competencies, traits, and resource needs by two 
independent coders using thematic analysis, a qualitative 
method used for identifying, analyzing, and reporting patterns 
(themes) within data.24–26 The analysis incorporated five steps:

1.  To develop an overall impression of the material, the au-
thors read the interviews through several times. Reading 
the transcripts yielded several themes, identified based 
on frequency: the importance of collaboration and 
systems-thinking; the required technical proficiency in 
data and qualitative skills; centering the efforts on the pa-
tient; and the challenges of the time allocated to the role.

2.  All transcribed interviews were individually searched for 
themes, which were then discussed. The themes were  
divided into codes.

3.  The text was coded using the software.
4.  The material was synthesized.
5.  The final themes were confirmed via consensus to rep-

resent the most salient perspectives of the participants.

For the quantitative research, the survey was distributed 
via email. An analysis of the questionnaire research data 
demonstrates that 96 participants were sent the survey in 
July 2022; 53 agreed to participate, representing a 55.2% 
response rate. For the second survey, which was initiated in 
July 2023, the 53 participating health system directors were 
surveyed again, with 50 agreeing to participate, representing 
a response rate of 94.3%. The data were extracted from the 
survey instrument and analyzed.

RESULTS

Role. Though there were variations in the job titles of the 
interviewees, all access medical directors were responsible 
for an aspect of ambulatory access in their respective health 
systems. The scope of the role spanned from supporting 
the contact center that served the ambulatory enterprise to 
establishing the strategic direction of the health system. The 
profile of access medical directors who were interviewed is 
displayed in Table 3.

Participant Characteristics. Ninety health systems were 
invited to participate in the quantitative survey; 53 accepted 
in 2022 and 50 in 2023.

Prevalence of Position. Of the 53 responding health 
systems, 50.9% indicated that they have a clinician in a lead-
ership role that supports patient access in the ambulatory set-
ting as designated by the health system. One year later, 58.0% 
of participants reported having a clinician in an access lead-
ership role. This represents an increase of 13.9% from 2022.

Additionally, eight participants in 2022 and five partici-
pants in 2023 that did not have a clinician leader tasked with 

patient access reported being in active development for 
the role. Seven responding health systems in 2022 and five 
in 2023 communicated that the role would be established 
within 12 months.

The most cited titles for the position are medical director 
of access or access medical director; however, participants 
reported a variety of position titles (see Table 4).

DISCUSSION

To the best of our knowledge, this is the first study of the cli-
nician leadership role in ambulatory access. Data collection 
was performed from a semi-structured interview guide of 10 
experienced physicians and advanced practice providers 
who serve in relevant leadership roles. Quantitative data 
regarding the prevalence of the role were gathered from the 
leaders of 53 health systems.

Through an assessment of the qualitative data, four key 
elements were identified regarding the clinician leadership 
role in ambulatory access: the importance of collaboration 
and systems-thinking; the required technical proficiency 
in data and qualitative skills, with inadequate training op-
portunities at present; the focus on efforts on the patient; 
and the challenges of the time allocated to the role. The 
quantitative data revealed that the role of access medical 
director is present and increasing.

Collaboration and Systems-Thinking. Effective cli-
nician leaders engage in collaborative, team-based mod-
els.27–32 Access in the ambulatory setting represents an 
opportunity that impacts a multitude of employees, core 
technological systems, and myriad workflows, necessitating 
the resources of a team to tackle challenges.

“You can’t be the analyst, the project manager, the phy­
sician leader. [You] can’t do [it] all. … You need to make 
sure you’re partnered correctly with the right team for 
resources.”

Table 3. Access Medical Director Profile

Count Percentage

Gender:

Female 6 60%

Male 4 40%

Provider Type:

Physician 9 90%

Advanced Practice Provider 1 10%
1Health System Region:

Midwest 3 30%

Northeast 1 10%

South 3 30%

West 3 30%
1Regions based on U.S. Census Bureau regions.
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Table 4. Quantitative Questionnaire Results

2022 2023

Yes No Yes No

Question 1:
1Do you have a physician or advanced practice provider  
assigned to a leadership role that supports patient access  
in the ambulatory setting?

50.9% 49.1% 58.0% 42.0%

1“Yes” for 2022 and 2023 data includes vacant, unfilled positions

2022 2023

Count Percentage Count Percentage

Question 2:

If you answered “Yes” to Question 1:

  What is the title assigned to the role?

    Medical Director of Access or Access Medical Director 9 33.3% 9 31.0%

    Chief Access Officer 1 3.7% 1 3.4%

    Chief Medical Director, Ambulatory 3 11.1% 3 10.3%

  �  Medical Director, Access Center (role specific to contact  
center)

4 14.8% 2 6.9%

    Other 10 37.0% 14 48.3%

2022 2023

Yes No Yes No

Question 3:

If you answered “No” to Question 1:

  Is your organization actively working to create a role? 8 18 5 16

2022 2023

Yes No Yes No

Question 4:

If you answered “Yes” to Question 3:

  Will you recruit for the role in the next 12 months? 7 1 5 0

“I don’t do a lot of this work [myself ]. I’ve got to have ex­
cellent people with me. And so, it’s really [about] team 
building.”

Emotional intelligence is important in leading teams.33,34 
Relationship development is a foundational element of 
emotional intelligence.35,36 Leading the improvement initia-
tives in access for a health system requires understanding 
the needs and perspectives of stakeholders.

“…[I]mportant for a medical director … to give them­
selves time to build relationships and never walk into a 
meeting saying: ‘Oh, this is how we’re going to do it.’ Just 
listen. Understand who’s on the other side of that table 
and what’s their perspective. And that’s how you gain 
some success.”

“…[A]s a physician…you’re always asked to answer 
every question, make every decision, and really, you 
shouldn’t be in this [leadership position]. You need to 

be standing back and letting other people talk and… 
show themselves… those individuals…really helping us 
move along.”

The clinician leader of access is typically partnered with an 
administrative leader, forming a dyad. Clinician/admin-
istrator dyads are growing in health systems, although the 
literature is limited regarding their impact.37 The importance 
of cohesion and synergy in the dyad relationship is vital.38,39

“[The dyad is] a relationship that is powerful, has incred­
ibly good results, combines expertise from two different 
worlds. [However], if you do not invest in that relation­
ship, it can have detrimental effects because then you 
have a lack of coordination in the sharing of messages, 
and completely dysfunctional leading of teams mov­
ing forward.”

Collaboration is an essential element of leading access 
improvements in a health system. The system complexity 
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requires clinician leaders to have a high level of emotional 
intelligence, working in concert with an administrative 
leader to achieve efficacy.

Possessing a system-level view is considered an essential 
requirement for leaders to manage problems within com-
plex healthcare organizations.40–42 Ambulatory practices 
feature interactive work-system components that may be 
challenged by barriers related to system-level elements such 
as the order-entry process.43 These organizational issues 
require a macroscopic perspective for interventions to be 
successful in improving access.

“If you’re a physician, you’re usually in a department, but 
you have to rise above it, you have to be seen as some­
one who cares just as much about the faculty [of other 
specialties], their scheduling outcomes, their ability to see 
patients, their ability to make their salaries; you have to 
be able to say to the leaders of those areas … ‘in this role, 
I’m responsible for serving you.’ ”

Clinician leaders, however, expressed the importance of 
being familiar with the micro-level workflows. Having a 
systems-level perspective, while still identifying with the 
individual clinician, provided an environment for success.

“If that physician [leader] is just a figurehead position, 
and they don’t really know what’s going on, it’s clear.”

“[B]ecause I live it in clinic myself, I understand the bar­
riers, I understand the pain of having a patient added on 
and double booked, I understand not having all the rec­
ords, but what…can [we] do to build infrastructures for 
our providers…that gives an opportunity for providers to 
express those pain points - and then…build the solutions 
as quickly as possible so that we all stay focused on the 
main thing… taking care of our patients.”

A systems-level approach, complemented by a personal 
identification, is important for access medical directors to 
perform their duties and communicate with colleagues.

Technical Proficiency. Beyond medical education and 
training, clinician leaders may not receive technical skills 
to support their assigned roles in health systems.44 Clinician 
leaders in access expressed frustration regarding limited 
opportunities to gain skills and competencies in the nascent 
field. Training was not abundantly available.

“Any time that I signed up for anything, I would [ask]; 
please, can I get more training?”

Training for technical skills was limited; however, leaders 
expressed the importance of data capture, handling, and 
analysis in working on access improvements.

“We deal with tons of data in access. [O]ftentimes, phy­
sicians come up with different questions. [It’s important 
to] to analyze data and be inquisitive…and very detail 
oriented.”

Data management was cited as a technical skill; however, 
competency in the leadership domain of change man-
agement was vital. Monitoring efficacy, however, was 
challenging.

“…[W]e are used to tracking KPIs, numbers, graphs with 
trend, [but] the work that happens for cultural change 
cannot be tracked that way.”

Clinician leaders acknowledged the importance of profi-
ciency in fostering an environment of psychological safety 
as an antecedent to quality improvement in access.45,46

“How do we establish in such a large organization, an 
environment of psychological safety for those things to be 
consistently reported, and for us to be able to assess, learn, 
study and move into corrective action plans?”

An open-minded, self-reflective attitude was reported as a 
crucial competency for access medical directors.47

“I continuously challenge myself to think of things differ­
ently [so I] can become better and serve better the people 
that I’m supposed to be serving.”

Proficiency in technical skills such as data management 
was a desired intervention; however, clinician leaders, 
given the dearth of training opportunities, relied heavily 
on qualitative skills. Clinician leaders reported exercising 
abilities associated with psychological safety and change 
management, skills important for leading today’s complex 
healthcare organization.48–50

Patient-Centeredness. Focusing on the patient is the 
foundation of an effective healthcare leader.51,52 Barriers and 
facilitators to access in ambulatory access are difficult to 
identify because the entry is initiated by the patient. If the 
patient does not obtain access, there is no means to identify 
the root cause of the problem because there is no communi-
cation with patients for whom access fails. Therefore, defining 
the problem, which is a precursor to successful performance 
improvement,53,54 is difficult for access medical directors.

“I’m still struggling to decide … exactly how we’re going 
to measure access. We know we need to work on it, but we 
can’t prove what’s wrong, or prove that we fixed it.”

Despite the unknown, access medical directors are passion-
ate about helping patients.

“I love taking care of my individual patients in my of­
fice, but [to] change the way … that patient care is deliv­
ered. I absolutely love this role. … It’s the opportunity to 
really make change and help patients on a whole differ­
ent level.”

Access medical directors prioritize their relationships with 
patients both individually and organizationally. In turn, 
this characteristic improves the leader’s ability to motivate 
their peers.
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Time Allocation. Role ambiguity, competing demands, 
and a lack of time and support are perceived as barriers for 
clinician leaders.55,56 The role of access medical director is 
novel, which adds to the challenges of the persons selected 
for the role.

“[I]t’s…lonely… a lot of people don’t understand all the 
things that you’re doing. They may not really like something 
that you suggested or that you’re working on. Or, they may 
feel that they should be able to get to make [the] decisions, 
and they don’t understand how much work you’ve put into 
allowing other people to give their input and that you have 
such a greater picture of what’s going on.”

Clinician leaders assigned to improve access expressed the 
view that the time allocated for the emerging role is chal-
lenging for them to be effective.

“You wear so many different hats, right? So, I’m still pub­
lishing, I’m still giving lectures, I’m still seeing patients. So, 
it all competes for my time.”

“…It seems sort of ironic that to cut back my access to 
be able to work on access…it’s been hard to juggle the 
time for me.”

Access medical directors are not assigned the role on a full-
time basis; the protected time varied from 0% to more than 
50%. The time allocated to the role is generally considered 
insufficient.

“So, one day a week. But that’s not enough to actually do 
it. [W]ishing I had more time to work on it so I could be 
more effective.”

“…you’re just going to get what you pay for. If you’re only 
going to give someone 10%, you’re only going to get 10% of 
their time, don’t expect more.”

Clinician leaders reported personal challenges in time man-
agement related to the role. The perception of stakeholders 
was also notable. If the role is not adequately resourced, 
that investment is reflective of the importance assigned 
to achieving the underlying outcome: improving access to 
ambulatory care.

“The recognition that this role is sufficiently important 
enough that we’re going to give you the time to actually 
accomplish it, versus just add it to the rest of what you 
have to do…sends a message in and of itself.”

The allocation of time is an important consideration for 
health systems considering the role, according to the access 
medical directors’ responses.

Adoption. Health systems are investing in the role of 
access medical director. The responsibilities may be limited 
to supporting the access center (which is responsible for 
booking ambulatory appointments) or advising the strategic 

direction of the organization through guidance about build-
ing clinical capacity and managing demand. Comments 
provided by participants during the quantitative survey 
elucidated the implementation and growth of the access 
medical director position:

“The Medical Director role is absolutely critical to the suc­
cess of access-related initiatives.”

“Our Access Innovations Medical Director is invaluable to 
physician buy-in, support and ongoing collaboration into 
access improvement initiatives.”

“It’s a crucial role and the involvement of the medical 
leadership helps greatly with access efforts.”

“This role is absolutely critical as we are a physician-led 
organization. Without the Medical Director, we would 
struggle to make any headway on necessary improve­
ments to patient access.”

“Our Medical Director of Access is invaluable to the 
team and organization, [they have] been pivotal in 
developing relationships across primary and specialty 
care units in accelerating our [a]ccess [s]trategic plan 
and initiatives.”

The access medical director is emerging as a prominent 
role in U.S. health systems interested in furthering improve-
ments in ambulatory access.

LIMITATIONS

The qualitative research consisted of a small sample of 10 
surveys. The relevant domain of patient access in the am-
bulatory enterprise is narrow, which allowed for thematic 
saturation with a small sample because of non-probabilistic 
sampling57 and salience.58 The research was guided by the 
tenants of “information power.”59

The participants in the quantitative survey represented 
academic health systems, children’s hospitals, and cancer 
centers in the United States; the ambulatory clinics asso-
ciated with these healthcare organizations are large and 
complex. Gathering data from leaders and directors who 
represented these large, complex health systems may limit 
generalizability of the results. Additional observations and 
recommendations are suggested.

CONCLUSION

The study investigated the emerging role of the access medi-
cal director in U.S. health systems. A mixed method research 
approach involving interviews and questionnaire surveys 
with health systems was adopted for the study. To date, 
little or no study has been performed about the prevalence 
and role of the access medical director. This study provides 
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empirical evidence about an emerging leadership role 
in health systems. By identifying the elements of the role 
during this nascent stage of the position, the research may 
serve as a source of reference material for health systems 
considering the role of access medical director. ​ •
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W
oodcock’s and Profeta’s work on the role of 
medical director in patient access teams 
comes at a critical moment — amid increas-
ing awareness of the multiple challenges 

surrounding the very early phases of patients’ care journey 
and the absolute need for stakeholders and teams to work 
collaboratively to identify opportunities and provide an-
swers and solutions to the long-standing obstacles and in-
efficiencies that are compromising patients’ ability to access 
the appropriate providers at the right time. 

I was privileged to be included in the cohort of 10 med-
ical directors for access capacity who were interviewed as 
part of this study. Along with another 53 access leaders, we 
were asked qualitative and quantitative questions to analyze 
the medical director’s role in access operations across mul-
tiple healthcare systems in the United States. 

DRAWING CONCLUSIONS

We can extract several conclusions from the study and the 
survey responses. 

First, the role of medical director in patient access oper-
ations is undeniably emerging. The number of healthcare 
organizations that already have an individual serving in this 
capacity, as well as those that, during the time period of the 
study, recruited such individuals or were actively develop-
ing the role, indicates the increased awareness of the critical 
nature of the access medical director. 

Woodcock’s and Profeta’s research also helps us better 
understand the knowledge, skills, abilities, and competen-
cies required for clinical leaders in access operations to best 
serve their patients, teams, and institutions. The researchers 
also clarify some of the challenges and opportunities the 
healthcare industry must consider as the understanding of 
role complexity increases in the years ahead.

The authors highlight the importance of a collabora-
tive mindset and the ability to form genuine partnerships 
with various stakeholders. This collaboration enhances 
systems thinking and promotes consideration of diverse 
perspectives. 

Moreover, the importance of dyad leadership models, 
where a clinical team member partners with an adminis-
trator to promote multiple change management initiatives 
around patient access, is also underscored by some of the 
answers given by clinical leaders. The dyad members’ differ-
ent backgrounds, experiences, and training further support 
an institution’s approach to access challenges. 

Furthermore, it’s becoming clear that proficiency in data 
analytics is an important qualification for the role of access 
medical director and a consideration when recruiting for 
this role.

OPPORTUNITIES FOR ALL

This work emphasizes three opportunities that should be 
considered by all healthcare systems that already have a 
medical director as part of their team and those currently 
strategizing about such recruitment. Those opportunities are:

1. Incorporation of a medical leader in patient access oper-
ations if not already in place.

2. Investment in training opportunities in executive leader-
ship in healthcare and data analytics to allow more mean-
ingful and efficient engagement with teams and data.

3. Careful planning of appropriate effort and time to allow 
for greater impact. 

The return on the investment of a medical director of pa-
tient access, especially those who contribute to the health 
system’s strategic direction, may not be easy to calculate 
because not all effects are tangible or measurable. These 
are, however, the individuals charged to lead by influence 
as they move the needle in change management initia-
tives, challenge the status quo, and bring together a vari-
ety of groups to address current complex patient access 
challenges.

Victor J. Hassid, MD, CPE, FACS, is executive medical director 
of access strategic operations and associate professor of plastic 
surgery at the University of Texas MD Anderson Cancer Center.
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ABSTRACT:  Woodcock’s and Profeta’s study of access medical directors in U.S. healthcare systems emphasizes the critical 
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