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Walk-in clinics and time management
Fresh insights as family practices adapt
Rainer H. Borkenhagen, MD, CCFP

I have been involved in walk-in clinics (WICs) 
since their inception in Canada a generation ago. 

Clearly, some of what they do is episodic care. But 
it is not all that I do. I provide longitudinal care for 
a select patient group, as well as extended care for 
high-risk patients with degenerative neuromuscu-
lar disease, spinal-cord injuries, and head injuries.

I recently spent 7 months as a hospitalist* in 
Vancouver at BC’s largest teaching hospital. I have 
written scientific reviews and am currently principal 
investigator in a cardiac rehabilitation clinical trial. 
A colleague of mine does emergency shifts part 
time; another does industrial medicine and consult-
ing for insurance disability. Family physicians are 
generalists par excellence. We thrive by integrating 
various professional interests and tempos.

I believe strongly in the principles comprising 
the model FP as described by Tumulty.1 These 
principles identify our clinical skill, the central 
nature of the patient-physician relationship, 
our community base, and a defined population. 
Herbert2 suggested patient advocacy as an added 
theme. These are the ideals, but there is also prag-
matic reality. We have to be flexible, adaptive, and 
open to honest re-appraisal. Should FPs be rigidly 
community-based? In a sprawling metropolitan 
area, is community defined by where we live or 
where we work? Is longitudinal care less impor-
tant in the 20s and 30s, a healthy, highly mobile 
age group? In urban settings, how many of our 
patients comprise two or three generations, or 
both spouses of a family? How many of us have, 
for convenience, ever given prescription medicine 
to a family member?

Seeing patients on a walk-in basis is prob-
ably the global, timeless standard of care delivery, 
bridging the developed and the developing world. 
Office appointments have to do with personal time 

management, and when they do not function well 
for both parties, they become an impediment. Yet 
the term “walk-in” continues to rankle in many 
traditional family practices and raises a picture of 
uncommitted, substandard, episodic care.

Dramatic changes
During the past 20 years, dramatic changes in 
contemporary society and in the practice of urban 
medicine have taken place, for which terms such 
as “WICs,” “hospitalist,” and “24/7” have become 
useful. We need to view them as metaphors for 
paradigm shifts. Moreover, they are linked in com-
plex, subtle ways, being not only cause or effect 
but at times both. Family physicians bemoaning 
the intrusion of WICs into primary care delivery 
tend to see them in isolation, not acknowledg-
ing their commonality with more general trends. 
Seven of these trends stand out for me:

Urban sprawl. This trend adds commuting time 
and makes capitated clinics a poor fit for care 
delivery, until the elusive work-from-home option 
becomes a reality for many.

Free time. Free time has become the most valu-
able commodity. A recent survey of unionized 
workers found that 71% wanted organized labour 
to give high priority to workload issues and work-
family balance.3

Overwork. A Statistics Canada survey in 19984 
revealed that one third of those aged 25 to 44 
described themselves as workaholics. One fifth, 
who worked overtime, did so for free. Moreover, 
47% of Canadians are sleep deprived (and caf-
feine loaded) to squeeze more time out of their 
days. This contributes to family stress and mari-
tal breakup.

Family composition. The typical family is in 
disarray. In 1994, an Angus Reid poll5 of 2051 
Canadians revealed 27% of families have single 

*Hospitalists are family physicians who work full-time in 
hospitals, replacing “doctor-of-the-day” rosters for patients 
with no FPs or FPs who have chosen not to initiate or main-
tain hospital privileges.



438 Canadian Family Physician • Le Médecin de famille canadien  VOL 48: MARCH • MARS 2002

editorials

VOL 48: MARCH • MARS 2002  Canadian Family Physician • Le Médecin de famille canadien 439

editorials

parents. Among families with two parents, only 
13% had one parent at home full time.

Instant access. In our cyberspace world, instant 
access has resulted in the opposite of freeing up 
time. Time is compressed, activity has acceler-
ated and continues round-the-clock. We cope with 
24-hour, 7-days-a-week retail; call forwarding, cel-
lular telephones; e-mail; e-commerce; and on-line 
messaging. It now takes effort to allow our minds 
to be free and unconnected.

Aging population. As the baby boomer generation 
ages, one third of the population approaches retire-
ment. This will place a severe strain on the unsecured 
debt of pension payments, estimated to be larger than 
the total debt of all developed countries combined. It 
will compromise future funding for medical care, in 
an era when we need it most. Further, serious short-
ages are predicted for both medical and nonmedical 
professionals, spanning engineering, accounting, law, 
dentistry, and pharmacy.

Work force composition. Women have made 
major inroads in professions; in medicine, they 
comprise 50% of new graduates. Both male and 
female professionals now strive to better balance 
work with family obligations that strain their abil-
ity to be fully available for, or even aspire to, what 
was a punishing commitment at personal cost.

Tensions created by this new paradigm place 
both care deliverers and care receivers in a 
stressful position. The Canadian National Family 
Physician Survey6 reported that 70% of practices 
were not accepting new patients. By 2011, there 
will be an estimated shortage of 6000 FPs. Most 
retiring FPs cannot secure a replacement, and 
new graduates are reluctant to commit to profes-
sional partnerships that box them into traditional 
practices. The number of “orphaned” patients is 
compounded by a telling trend: a third of current 
practices are reducing their practice scope. This 
has contributed to the creation of hospitalists.

At a major Vancouver urban teaching hospi-
tal, more than 90% of patients admitted to family 
practice wards are currently under hospitalist 
care, a dramatic shift compared with a decade 
ago. As clinical associates, hospitalists are also 
fulfilling a vital function in resolving shortages 
of specialists, spanning intensive and cardiac 
care, rehabilitation, organ transplantation, 
oncology, and or thopedic programs. Though 
needed more than ever in hospital settings, FPs 
are abandoning them.

Are WICs really that different?
What has been the role and effect of WICs in 
care delivery, and in what way are they truly dif-
ferent from traditional practices, as both evolved 
over the past 20 years? In this issue of Canadian 
Family Physician, Brown et al (page 531) report 
on a qualitative analysis of the discussions of three 
focus groups in southwestern Ontario cities. They 
comprised traditional FPs and physicians working 
in WICs and emergency departments (EDs). They 
all saw the emergence of WICs as arising from a 
perceived gap in convenient availability of primary 
health care and a failure of primary care to evolve 
with changing social circumstances. The blur-
ring of distinctions between FPs and WICs was 
acknowledged, and surprisingly (for me) the com-
petition for patients was expressed even between 
EDs and WICs. This is likely explained by the 
date of the study (1997). Since then, the closure of 
hospitals and shrinkage of emergency beds, in my 
experience, has resulted in a more collaborative 
relationship. Rather than eliminating WICs, inte-
grating them into primary health care is proposed 
as the better alternative.

Barnsley et al (page 519) report on a 1997 sur-
vey of all primary care organizations in Ontario. 
In describing four types of practice settings, the 
blurring of boundaries was evident. One practice 
type is described as “mixed,” and FP and WIC 
practices seemed to be evolving toward each other. 
Survey results show trends that require somber 
reflection. The majority of visits in mixed and WIC 
settings were made by “regular” patients. Sixty-
five percent of WICs provided comprehensive 
care. There was no significant difference in use 
of patient reminder systems for preventive care 
nor in College certification for physicians between 
traditional and WIC-style practices. Further, 42% of 
traditional practices no longer had on-call arrange-
ments after hours.

By looking beyond the box, we realize FPs are 
but one of many professions experiencing adapta-
tion. Government fiscal restraint will continue to 
dog us, as will inadequate compensation. We feel 
undervalued. More money would help but will 
never be enough. As solutions, we propose regu-
lating patient mobility, yet resist regulating physi-
cian mobility. Harrison7 describes how physicians 
amalgamating into groups seems helpful, and the 
National Family Physician Survey6 revealed 75% to 
have done so.

Society’s main problem, however, is lack of 
free time. The traditional capitalist view equates 

“success” with monetary reward, and equates time 
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with money. Money, however, cannot buy meaning 
in life. Only preservation of personal, quality time 
can do that. In the year 2000, the rural physicians’ 
strike in British Columbia highlighted this poi-
gnantly, as does the comparative survey reported 
by Woodward et al.8,9 Personal time management 
decisions might take precedence over optimal 
health care models for both patients and providers.

In an eloquent thesis,10 Jacob Needleman points 
out that self-respect comes with work correspond-
ing to deeper human values and is not defined by 
monetary worth. As medical professionals, we are 
blessed by doing work that provides high intrinsic 
human value. Family medicine now comprises a 
tremendous variety of work settings, some with 
areas of shared responsibility.

But the essence of our skill set, viewing illness 
contextually, is all the more important to preserve 
when parts of our new work settings create only 
episodic contact. Because emerging FPs and 
patients view time differently than we traditionally 
have, changing practice patterns are inevitable. 
Only when we amalgamate into groups and inte-
grate work settings to include the WIC component 
are we likely to get a truly adaptive system. 

Dr Borkenhagen is a Clinical Assistant Professor in 
the Department of Family Medicine at the University 
of British Columbia in Vancouver, and is on active 
staff at both Providence Hospital and Vancouver 
General Hospital.
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