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Abstract 
Objective To gain a more comprehensive understanding of patients’ 
perceptions of access to their primary care practice and how these relate to 
patient characteristics. 

Design Cross-sectional study. 

Setting Ontario. 

Participants Adult primary care patients in Ontario (N=1698) completing the 
Quality and Costs of Primary Care (QUALICOPC) Patient Experiences Survey. 

Main outcome measures Responses to 11 access-related survey items, analyzed 
both individually and as a Composite Access Score (CAS). 

Results The mean (SD) CAS was 1.78 (0.16) (the highest possible CAS was 
2 and the lowest was 1). Most patients (68%) waited more than 1 day for 
their appointment. By far most (96%) stated that it was easy to obtain their 
appointment and that they obtained that appointment as soon as they wanted 
to (87%). There were no statistically signifcant relationships between CAS and 
sex, language fuency, income, education, frequency of emergency department 
use, or chronic disease status. A higher CAS was associated with being older 
and being born in Canada, better self-reported health, and increased frequency 
of visits to a doctor. 

Conclusion Despite criticisms of access to primary care, this study found that 
Ontario patients belonging to primary care practices have favourable impressions 
of their access. There were few statistically signifcant relationships between 
patient characteristics and access, and these relationships appeared to be weak. 

Editor’s key points 
} Canadian provincial governments 
have made heavy investments 
in primary care, and yet Canada 
continues to be criticized for 
poor access compared with other 
developed countries. Although 

“access” is a multidimensional 
concept, it is often evaluated 
using relatively focused metrics, 
notably same-day and next-day 
appointments. 

} This study aimed to understand 
patients’ perceptions of access to 
primary care in Ontario using a 
more comprehensive defnition of 
access that considered both the 
ease with which a person could 
obtain needed care and the ways 
in which health care resources are 
organized to accommodate a range 
of options for contacting providers 
and reaching health services. 

} For this sample of patients who 
had a regular primary care provider, 
the Composite Access Score was 
quite high, indicating that they had 
favourable impressions of their 
access to care. Further, although 
most respondents did wait more 
than 1 day for their appointment, 
they appeared to fnd the wait 
time acceptable, suggesting that 
it is important to consider other 
dimensions of primary care 
quality when assessing access or 
implementing reforms aimed at 
improving access. 
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L’opinion de patients 
sur l’accès aux soins 
de première ligne 
Une analyse du QUALICOPC 
Patient Experiences Survey 
Kamila Premji MD CCFP Bridget L. Ryan PhD 
William E. Hogg MD CCFP FCFP Walter P. Wodchis PhD 

Résumé 
Objectif Avoir une compréhension plus large de ce que pensent les patients 
de l’accès aux services des cliniques qui leur fournissent des soins primaires et 
déterminer en quoi leur opinion dépend des caractéristiques des patients. 

Type d’étude Une étude transversale. 

Contexte L’Ontario. 

Participants Des adultes recevant des soins primaires en Ontario (N = 1698) 
et qui ont répondu au Quality and Cost of Primary Care (QUALICOPC) Patient 
Experiences Survey. 

Principaux paramètres à l’étude Les réponses à 11 items de l’enquête portant sur 
l’accès, analysées individuellement et en tant que Composite Access Score (CAS). 

Résultats Le CAS moyen (DS) était de 1,78 (0,16) (la plus haute valeur possible 
du CAS était 2 et la plus basse, 1). La plupart des répondants (68%) devaient 
attendre plus d’une journée pour leur rendez-vous. La très grande majorité des 
répondants (96%) affrmaient qu’il était facile d’obtenir un rendez-vous et qu’ils 
pouvaient l’obtenir aussi rapidement qu’ils le voulaient (87%). Il n’y avait aucune 
relation statiquement signifcative entre la valeur du CAS et le sexe, la facilité 
de communiquer, le revenu, l’éducation, la fréquence des visites au services des 
urgences ou le statut de malade chronique du patient. Il existait toutefois une 
association entre le fait d’être plus âgé et d’être né au Canada, un meilleur état 
de santé auto-déclaré et une fréquence accrue des visites au médecin. 

Conclusion Malgré certaines critiques à l’égard de l’accès aux soins de première 
ligne, cette étude a trouvé que les clients ontariens de cliniques de soins 
primaires ont une impression favorable de la facilité d’accès aux services de 
leur clinique. Il y avait peu de relation entre les caractéristiques des patients et 
la facilité d’accès aux services, et ces relations semblaient faibles. 

Points de repère 
du rédacteur 
} Les gouvernements des provinces 
canadiennes ont beaucoup investi 
dans les soins de première ligne 
et pourtant, le Canada continue 
d’essuyer des critiques parce que 
l’accès à ces services y est inférieur 
à celui d’autres pays développés. 
Bien s’il s’agisse d’un concept 
multidimensionnel, on évalue 
souvent « l’accès» à l’aide de 
paramètres relativement pointus, 
par exemple à partir de rendez-vous 
obtenus le même jour ou le jour 
suivant. 

} Dans cette étude, on voulait 
déterminer l’opinion des patients sur 
l’accès aux soins de première ligne 
en Ontario, et ce, en se servant d’une 
défnition plus large de l’accès qui 
tienne compte à la fois de la facilité 
avec laquelle une personne pouvait 
obtenir des soins et de la façon dont 
les ressources des soins de santé 
sont en mesure de prendre divers 
moyens pour permettre au patient de 
rencontrer un soignant et d’être traité. 

} Pour les patients de cet échantillon 
qui avaient un soignant de 
première ligne régulier, le résultat 
du Composite Access Score était 
relativement élevé, ce qui indique 
qu’ils avaient une impression très 
favorable de leur accès aux soins. 
De plus, bien que la plupart des 
répondants devaient attendre plus 
d’une journée pour leur rendez-vous, 
ils trouvaient apparemment que 
c’était un délai acceptable, ce qui 
laisse entendre qu’il est important 
de considérer d’autres aspects de la 
qualité des soins de première ligne 
lorsqu’on évalue l’accès aux soins 
ou qu’on instaure des réformes pour 
améliorer cet accès. 
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Canada has been criticized for poor access to primary 
care compared with other developed countries. In 
the 2016 Commonwealth Fund International Health 

Policy Survey of the General Public, accessing medical 
care after hours without going to an emergency depart-
ment (ED) was rated as “somewhat difficult” or “very 
diffcult” by 66% of Canadians.1 For Ontario specifcally, 
this figure was 60%.1 Only 43% of Ontarians reported 
that they could get a same-day or next-day appointment 
when needed, and Canada overall persistently ranks last 
in this measure with no improvement since 2004.1 This 
is despite the fact that 93% of Canadians and 96% of 
Ontarians report that they do have a regular doctor.1,2 

These fndings from the Commonwealth Fund study are 
consistent with other Canadian literature demonstrating 
diffculty obtaining access to primary care and long wait 
times for family physician appointments.3-5 

“Access” within a primary care context 
Access to primary care is important at both the patient 
and the health system levels. The negative implications 
of inadequate access are well documented and include 
poorer health outcomes,6 decreased patient satisfac-
tion,7-10 duplication of services,11-13 increased costs related 
to disruptions in continuity of care,6,14-17 and increased 
use of costlier services like EDs.18 Certain vulnerable 
populations might face increased challenges accessing 
primary care. Elderly populations, for example, face dif-
fculties accessing timely care,19 and poorer populations 
experience difficulties obtaining care, difficulties pay-
ing for care, higher rates of preventable hospitalizations, 
higher rates of ED use, and a lower quality of care.4,20 

Within Canada, the apparent diffculties with access-
ing primary care are puzzling given the heavy invest-
ments governments have made in primary care since 
the early 2000s. In Ontario, for example, substan-
tial investments have been made into alternate fund-
ing arrangements, team-based care, patient enrolment 
incentives, and other incentive payments. Many of these 
reforms have been driven by a desire to improve access 
to primary care,21 and although successful in increas-
ing the number of patients attached to a primary care 
provider,21 Ontario, much like Canada as a whole, still 
seems to struggle with access.2,5,21 

Thus far, criticisms of Canada’s and Ontario’s access 
to primary care have been based primarily on the metric 
of same-day or next-day access when sick.2,5 However, 
access is a complex concept with varying defnitions and 
interpretations in the primary care literature,22 and the 
metric of same-day or next-day access not only neglects 
other important aspects of access, but also does not nec-
essarily relate to patients’ perceived acceptability of their 
access. In an effort to more comprehensively defne access, 
Haggerty et al23 conducted a consensus consultation of pri-
mary health care experts across Canada and identifed 2 
defnitions of accessibility from the patient perspective: 

The ease with which a person can obtain needed care 
(including advice and support) from the practitioner of 
choice within a time frame appropriate to the urgency 
of the problem.23 

The way healthcare resources are organized to accom-
modate a wide range of patients’ abilities to contact 
healthcare providers and reach healthcare services, 
that is to say telephone services, fexible appointment 
systems, hours of operation, and walk-in periods.23 

Berry et al highlighted increasing patient expectations 
of convenience in the United States,24 a sentiment also 
refected in the Canadian primary care landscape.25–27 

To address an important gap in the Canadian literature, 
we sought to understand access to primary care in Ontario 
using this more comprehensive defnition that considers 
both dimensions of access. While Ontario has its own pro-
vincially governed primary care system, it shares many 
similarities with other jurisdictions across Canada, includ-
ing the organization of care delivery and guiding principles 
and priorities for primary care reform. With new reforms 
on the horizon,28 and in an effort to inform Canadian pol-
icy makers targeting access, there is a pressing need to 
better understand how patients perceive various aspects of 
access to their primary care practice, and the patient char-
acteristics associated with these perceptions. 

—— Methods —— 
Study design 
We used data from the Quality and Costs of Primary 
Care (QUALICOPC) Patient Experiences Survey (PES) to 
conduct a cross-sectional analysis of Ontario patients 
attending primary care practices—almost exclusively 
their own regular practices.29 The QUALICOPC study is 
an international study of primary care systems seek-
ing to understand how patients perceive the quality of 
primary care, how providers deliver services, and over-
all health outcomes in primary care.30 In Canada, all 10 
provinces participated in the study, and in Ontario the 
study was conducted in 2013 and 2014.29 

Detailed methods including validation are summa-
rized elsewhere.29,31,32 In brief, all physicians who were 
members of the Ontario College of Family Physicians 
were mailed or e-mailed invitations from the College to 
participate in the QUALICOPC study.32 Interested phy-
sicians registered with the provincial research team 
online or by fax. Only physicians in comprehensive 
(not focused) family practice were eligible, and only 1 
physician from each primary care practice was eligi-
ble to participate in order to yield as broad a sample 
of practices as possible. Nurse practitioners and nurse 
practitioner–led practices were not included. Physicians 
were compensated $200 for their participation. One phy-
sician from each participating practice was couriered a 

https://study.32
https://practices.29
https://periods.23
https://problem.23
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survey package of 4 different surveys, 2 of which were 
to be distributed to patients. Surveys were available 
in English and French. For the PES, practice staff were 
asked to distribute surveys to 9 consecutive consent-
ing adult patients (18 years of age or older) visiting the 
participating physician over a period of 1 to 2 days. All 
completed patient surveys were collected, including any 
extra patient surveys beyond the target of 9 per practice. 

The response rate for physicians was approximately 
3%,32 although the number of practices (sampling unit) 
is substantially smaller than the number of physicians 
and is specifcally unknown. Completion rate was high 
(81%).32 The fnal study sample size was 185 practices or 
approximately 84% of the intended sample size of 220 
practices. This study included all 185 practices partici-
pating in QUALICOPC Ontario and all 1698 surveys col-
lected from adults completing the PES for each practice 
(2 to 13 respondents per practice). 

Outcome: Composite Access Score 
The QUALICOPC investigators used 2 main instruments 
to develop access-related questions in the PES: the 
Primary Care Assessment Tool frst-contact access sub-
scale33 and the Primary Care Assessment Survey.31,34,35 

To ensure consistency with the tools used to create and 
validate the PES, extraction of access-related variables 
for our study was guided by conceptually mapping items 
in the PES to the access items in these 2 scales. This 
process identifed 11 access-related items (Table 1). 

Responses to each variable were coded as “favour-
able” or “unfavourable” and assigned scores of 2 or 1, 
respectively. Consensus between the 2 lead authors 
(K.P., B.L.R.) was used to recode “don’t know” responses 
as either missing or unfavourable depending on the 
authors’ determination of the relevance of patient 
knowledge to access (Table 1), and disputes were 
resolved by discussion focusing on 2 criteria: 
• Is a response of “don’t know” about information that 

should be known by patients? 
• If the information is not known, can this lack of 

knowledge affect access? 
For example, “don’t know” responses to the state-

ment, “I know how to get evening, night, and week-
end services” were recoded as unfavourable, because 
knowledge about after-hours services was considered 
an important indicator of access. 

Each of the 11 access-related items was analyzed individ-
ually and then as a single composite score, herein referred 
to as the Composite Access Score or CAS. A mean CAS was 
determined for each patient who responded to a minimum 
of 7 of the 11 questions or statements. Using this approach, 
the highest possible CAS was 2, and the lowest was 1. 

Independent variables 
To examine whether certain populations experience 
poorer access to primary care, we studied the following 

patient characteristics, chosen based on previous litera-
ture4,19: age, sex, country of birth, language fuency, self-
reported general health, self-reported household income, 
highest level of education, self-reported chronic disease 
status, self-reported number of visits to a doctor in the 
past 6 months, and self-reported number of ED visits in 
the past 12 months. 

Ethics 
This study was exempted from Research Ethics Board 
approval by the Western University Health Sciences 
Research Ethics Board. 

Statistical analysis 
We used SPSS, version 22, for the descriptive analy-
sis and Stata 13 for the multivariable analysis. For the 
dependent variable, a mean CAS was calculated. The 
frequency of each variable contributing to the CAS was 
determined. The mean age of patients was calculated 
and frequencies were run for all categorical variables. 
To account for clustering of patients within practices, 
relationships between the CAS and the independent 
variables were studied using a multi-level mixed-effects 
linear regression. All 11 independent variables were 
included in the regression analysis. Only patients with 
data on both the outcome and all independent variables 
were included in the analysis. 

—— Results —— 
Descriptive analysis 
Women comprised most of the sample (63.1%). The 
mean (SD) age was 51.6 (16.7) years, with the young-
est respondent being 18 and the oldest aged 94. Table 2 
presents additional characteristics. Most respondents 
were fuent in an offcial Canadian language, were well 
educated, were of average or above-average income, 
and had a chronic disease. Few were frequent ED users. 
Most had visited a physician more than once in the past 
6 months. Sample sizes for each characteristic varied 
slightly owing to differential responsiveness to ques-
tions (missing values). The visit that day was rated as 
“urgent” by 8.5% of patients. 

Comparing demographic characteristics from our 
sample to the those of adult Ontarians as reported 
by Statistics Canada, we found our sample was older 
(mean age 51.6 years compared with 48 years) and 
more predominantly female (63.1% compared with 
52%). Education level was similar to that of the general 
Ontario population, and income level was lower.36,37 

The CAS 
Using the criterion of a minimum of 7 out of 11 com-
pleted access items, a CAS was calculated for 1644 
participants. The mean (SD) CAS was 1.78 (0.16). The 
lowest score was 1.1 and the highest 2.0. Figure 1 
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provides details of responses to each item contributing 
to the CAS. The sample size varies because some ques-
tions were not answered by all respondents. 

Multi-level mixed-effects linear 
regression analysis: patient 
characteristics associated with access 
After excluding participants for whom any independent 
variables were missing, and for whom a CAS could not 
be calculated, 1469 patients were included in the regres-
sion analysis. To account for clustering of patients within 
practices, a multi-level mixed-effects linear regression 
analysis was conducted to assess the effect of each 
independent variable on CAS after controlling for the 
infuence of the other independent variables. Preliminary 
analyses ensured no violation of the assumptions of 
normality, linearity, multicollinearity, and homoscedas-
ticity. There were no statistically signifcant relationships 
between CAS and sex, language fuency, income, edu-
cation, frequency of ED use, or chronic disease status. 

Higher CAS was associated with being older, being born 
in Canada, better self-reported health, and increased 
frequency of visits to a doctor. For example, for every 
1-year increase in age, the CAS increased by 0.001. 
Table 3 summarizes the results. 

—— Discussion —— 
The QUALICOPC study represents a large sample exam-
ining patients’ experiences with accessing primary 
care. Using 11 individual items and a composite score 
measuring access based on the Ontario QUALICOPC 
PES, we found that adult patients belonging to practices 
had favourable impressions about their access to pri-
mary care. Our results are similar to national-level anal-
yses from the QUALICOPC study, which found Canadian 
patients’ experiences with access to primary care to be 
favourable across various dimensions.38 

The second key fnding of this study relates to a com-
mon criticism of access to primary care in Canada: the wait 

Table 1. Items contributing to the Composite Access Score 
QUALICOPC PES STATEMENT OR QUESTION QUALICOPC PES RESPONSE OPTIONS RECODING FOR ANALYSIS* 

The opening hours are too restricted Yes, no, don’t know 

When I called this practice, I had to wait too long to speak Yes, no, don’t know 
to someone 

I know how to get evening, night, and weekend services Yes, no, don’t know 

If I need a home visit I can get one Yes, no, don’t know 

For patients who had made an appointment for today’s Yes, no 
visit: Was it easy to get the appointment? 
How many days did you wait for this visit from the time Made the appointment earlier today, 
that you tried to make an appointment? made the appointment yesterday, 

waited 2-7 d, waited more than 1 wk, 
don’t know 

Were you able to arrange an appointment with the doctor Yes, no 
as soon as you wanted to? 
The practice is too far away from where I am living or Yes, no, don’t know 
working 

I can usually see my regular doctor every time I visit Yes, no, don’t know 

I can see other doctors in this practice if my doctor is not Yes, no, don’t know 
available 

I can see other health care professionals in this practice Yes, no, don’t know 
(eg, nurse practitioner, nurse, dietitian, or pharmacist) 
without having to see a doctor 

• Yes= 1 
• No=2 
• Don’t know=missing 
• Yes= 1 
• No =2 
• Don’t know=missing 
• Yes= 2 
• No =1 
• Don’t know=1 
• Yes=2 
• No =1 
• Don’t know=missing 
• Yes=2 
• No =1 
• Earlier today or yesterday =2 
• 2-7 d or more than 1 wk= 1 
• Don’t know =missing 

• Yes=2 
• No =1 
• Yes=1 
• No= 2 
• Don’t know =missing 
• Yes=2 
• No= 1 
• Don’t know =missing 
• Yes =2 
• No= 1 
• Don’t know =1 
• Yes =2 
• No= 1 
• Don’t know= 1 

QUALICOPC PES—Quality and Costs of Primary Care Patient Experiences Survey. 
*A code of 1 is unfavourable and 2 is favourable. 

https://dimensions.38
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Table 2. Characteristics of respondents: The 
denominators vary because not all questions were 
answered by all respondents. 

CHARACTERISTIC 
RESPONDENTS, 

% 

Birth country (n=1650) 

• Born in Canada 75.0 

• Born outside of Canada 25.0 

English- or French-language fuency (n =1642) 

• Fluent or native speaker 75.1 

• Suffcient 15.7 

• Moderate 4.1 

• Poor 2.4 

• Not at all 2.7 

Self-reported general health (n =1678) 

• Very good 23.8 

• Good 50.2 

• Fair 21.3 

• Poor 4.7 

Household income compared with the rest of 
Canada (n =1629) 

• Average 57.0 

• Above average 23.2 

• Below average 19.8 

Highest level of education (n =1641) 

• Postsecondary education 63.7 

• Upper-secondary education (grades 10-12) 29.9 

• No qualifcations, preprimary, primary, or 
lower-secondary education 6.4 

Presence of a chronic disease (n=1685) 

• Yes 53.6 

• No 46.4 

No. of visits to a doctor in the past 6 mo, 
including current visit (n =1649) 

• 1 13.3 

• 2 25.5 

• 3-5 41.9 

• ≥ 6 19.2 

No. of visits to an ED within the past 12 mo 
(n=1676) 

• None 63.8 

• 1 20.9 

• 2-3 12.5 

• ≥ 4 2.8 

ED—emergency department. 

time to get an appointment. Previous research has found 
that only 43%1 to 44%39 of Ontario patients report same-day 
or next-day access when they are sick. Strikingly, however, 
although most of our sample did wait more than 1 day for 
their appointment, most stated that it was easy to obtain 
their appointment and that they obtained that appointment 
as soon as they wanted it. This is again similar to Canada-
wide data from the QUALICOPC PES, where although most 
Canadian patients waited more than a day for their appoint-
ment (74%), 83% of patients were seen by the doctor as 
quickly as they wanted, and 94% reported that it was easy 
to schedule their appointment.29 Previous research indicates 
most primary care visits are of low urgency,40,41 and in the 
current sample, only 8.5% stated that the reason for the visit 
that day was “urgent—needed to be seen today.” Patients’ 
perceptions of the acceptability of their wait time is argu-
ably more important than the elapsed time to an appoint-
ment, and excessive focus on same-day or next-day access 
can result in unintended negative effects on other aspects 
of high-quality primary care. In the United Kingdom, for 
example, incentives aimed at improving same-day or next-
day access not only did not result in an improvement in 
patient-reported access, but also led to decreased continuity 
of care.42 Data from the QUALICOPC Patient Values Survey 
demonstrates that Canadian patients value continuity, com-
munication, and coordination above access.29 Clinicians 
and policy makers should consider the implications of other 
dimensions of primary care quality when enacting reforms 
aimed at access. 

Our sample was older and more predominantly 
female than the general Ontario population,43 which 
is not surprising given that patients were sampled in 
a health care setting.44-46 There were a few statistically 
signifcant relationships between the CAS and patient 
characteristics. Although these variables had only a 
weak effect on the variation in the CAS, it is notewor-
thy that certain vulnerable populations, including immi-
grants and those with poorer health, reported poorer 
access. Also important to note is that other vulnera-
ble populations, such as those of low socioeconomic 
status, might be underrepresented in our sample, and 
their perceptions of access might be different than those 
represented in this survey. Clinicians and policy mak-
ers should be mindful of the unique challenges these 
populations might face. Further research is needed to 
specifically understand primary care access from the 
perspective of these more vulnerable populations, and 
such research might require recruiting patients from 
outside traditional primary care settings. 

Perceived access to other health professionals might 
relate to organizational factors such as funding for allied 
health providers and the size of the group (smaller and 
solo practices might not employ registered nurses or 
registered practical nurses, for example). Where a collabor-
ative care model exists, some organizations might require 
physician referral to access allied resources, while others 

https://access.29
https://appointment.29
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might allow patients to access these services directly. To Few patients reported knowing how to obtain home 
test this hypothesis, future analyses of QUALICOPC data visits, but there were many missing and “don’t know” 
might link data from the PES to the Practice Survey. responses. This could be in part because home visits 

Figure 1. Responses to access-related items on the QUALICOPC Patient Experiences Survey: The denominators vary because not all 
questions were answered by all respondents. 
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QUALICOPC—Quality and Costs of Primary Care. 

Table 3. Effect of patient characteristics on the Composite Access Score: Results of a multi-level mixed-effects linear 
regression (n 1469). 
VARIABLE β Z P VALUE 95% CI 

Older age .001 2.88 .004 0.000 to 0.001 

Birth country outside of Canada -.008 -2.42 .015 -0.014 to -0.001 

Poorer self-reported general health -.020 -3.29 .001 -0.032 to -0.008 

Frequent visits to a doctor .012 2.63 .009 0.003 to 0.021 

Absence of a chronic disease -.008 -0.08 .422 -0.026 to 0.011 

Frequent ED visits -.006 -1.19 .234 -0.017 to 0.004 

Female sex -.014 -1.59 .112 -0.031 to 0.003 

Poorer fuency in English or French .001 0.28 .777 -0.008 to 0.011 

Lower income -.008 -1.15 .251 -0.021 to 0.006 

Lower education -.005 -0.67 .503 -0.020 to 0.010 

ED—emergency department. 
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are only necessary for, and therefore only offered to, a 
small cohort of patients. However, it could also relate to 
the declining number of family physicians providing this 
service.47,48 Despite the high number of missing values, we 
retained this item in our CAS, as we believed it was an 
important aspect of access to comprehensive primary care. 

Limitations 
Certain limitations reduce this study’s generalizability. 
Practice response rates were low, and those practices that 
chose to participate, along with their patients, might have 
differed from those not represented in the sample. Low 
family physician response rate is a common challenge 
encountered by even-better-resourced studies such as 
the Commonwealth Fund study.49 That said, QUALICOPC 
represents, to our knowledge, the largest data set on the 
quality and organization of primary care in Canada. 

By far most respondents were patients who had a 
primary care provider and spoke English or French, and 
would therefore have different access challenges than 
those without a primary care provider or who were not 
fuent in an offcial language.29 The sample is biased in 
favour of frequent attenders, who might differ in their 
ability to access care relative to nonattenders. Finally, 
because the surveys were distributed to patients attend-
ing a physicians’ offce for a visit, results will differ from 
population-based studies examining access, such as the 
Commonwealth Fund study, in that the respondents are 
patients who have been able to access care. 

While the CAS is tied to the access items previously 
validated for the purposes of the QUALICOPC study, 
and in turn mapped to other well-validated instru-
ments (Primary Care Assessment Tool and Primary Care 
Assessment Survey), this particular score has not been 
previously validated, and composite measures in gen-
eral are associated with inherent challenges.50 

Conclusion 
This study presents a detailed assessment of primary 
care patients’ perceived access to their care in Ontario, 
and examines access in the context of a novel score 
combining several important dimensions of this con-
cept. Although not representative of certain marginal-
ized populations who might not have any access, most 
participants had favourable impressions of their access 
to primary care, a fnding that is distinctly at odds with 
results based on the prominently used metric of same-
day or next-day access. Future research is warranted 
to better understand what access means to patients 
and to appropriately design reforms and quality assur-
ance targets. Policy makers should consider multiple 
dimensions and multiple data sources when target-
ing access, and bear in mind the differences between 
patients with and without a primary care attachment. 
Dr Premji is a family physician in Ottawa, Ont, a recent graduate of the Clinician 
Scholars program at the University of Ottawa, and a doctoral candidate at Western 

University’s Centre for Studies in Family Medicine in London, Ont. Dr Ryan is Assistant 
Professor in the Department of Family Medicine and the Department of Epidemiology 
and Biostatistics at Western University. Dr Hogg is a Clinician Investigator at the 
Bruyère Research Institute and Senior Research Advisor in the Department of Family 
Medicine at the University of Ottawa. Dr Wodchis is Associate Professor at the Institute 
of Health Policy, Management and Evaluation at the University of Toronto in Ontario, 
Research Scientist at the Toronto Rehabilitation Institute, and Adjunct Scientist at the 
Institute for Clinical Evaluative Sciences. 

Acknowledgment 
Dr Premji was funded by the Ontario Ministry of Health and Long-term Care for a 
Clinician Scholars fellowship. Dr Ryan is funded by the Canadian Institutes of Health 
Research Community-based Primary Health Care Innovation Team, Patient-centred 
Innovations for Persons with Multimorbidity. Dr Wodchis is Research Advisor to the 
National Research Corporation Canada, a survey research frm not employed or 
engaged in the QUALICOPC study or other primary care surveys in Canada. 

Contributors 
All authors contributed to the concept and design of the study; data gathering, analy-
sis, and interpretation; and preparing the manuscript for submission. 

Competing interests 
None declared 

Correspondence 
Dr Kamila Premji; e-mail kpremji@uwo.ca 

References 
1. Canadian Institute for Health Information. How Canada compares: results from the 

Commonwealth Fund’s 2016 International Health Policy Survey of Adults in 11 Coun-
tries - accessible report. Ottawa, ON: Canadian Institute for Health Information; 2017. 

2. Health Council of Canada. Where you live matters: Canadian views on health care 
quality. Results from the 2013 Commonwealth Fund International Health Policy Survey 
of the General Public. Toronto, ON: Health Council of Canada; 2014. 

3. Canadian Institute for Health Information. Experiences with primary health care in 
Canada. Ottawa, ON: Canadian Institute for Health Information; 2009. 

4. Schoen C, Osborn R, Squires D, Doty MM, Pierson R, Applebaum S. How health insur-
ance design affects access to care and costs, by income, in eleven countries. Health 
Aff (Millwood) 2010;29(12):2323-34. Epub 2010 Nov 18. 

5. Health Quality Ontario. Measuring up: a yearly report on how Ontario’s health system 
is performing. Toronto, ON: Queen’s Printer for Ontario; 2016. 

6. Starfeld B, Shi L, Macinko J. Contribution of primary care to health systems and 
health. Milbank Q 2005;83(3):457-502. 

7. Cheraghi-Sohi S, Hole AR, Mead N, McDonald R, Whalley D, Bower P, et al. What 
patients want from primary care consultations: a discrete choice experiment to 
identify patients’ priorities. Ann Fam Med 2008;6(2):107-15. 

8. Fan VS, Burman M, McDonell MB, Fihn SD. Continuity of care and other determinants 
of patient satisfaction with primary care. J Gen Intern Med 2005;20(3):226-33. 

9. Berry LL, Parish JT, Janakiraman R, Ogburn-Russell L, Couchman GR, Rayburn WL, et 
al. Patients’ commitment to their primary physician and why it matters. Ann Fam 
Med 2008;6(1):6-13. 

10. Baker R, Mainous AG 3rd, Gray DP, Love MM. Exploration of the relationship between 
continuity, trust in regular doctors and patient satisfaction with consultations with 
family doctors. Scand J Prim Health Care 2003;21(1):27-32. 

11. Campbell MK, Silver RW, Hoch JS, Østbye T, Stewart M, Barnsley J, et al. Re-utilization 
outcomes and costs of minor acute illness treated at family physician offces, walk-
in clinics, and emergency departments. Can Fam Physician 2005;51:82-3. Available 
from: www.cfp.ca/content/cfp/51/1/82.full.pdf. Accessed 2018 Feb 6. 

12. Bell NR, Szafran O. Use of walk-in clinics by family practice patients. Can Fam 
Physician 1992;38:507-13. 

13. Szafran O, Bell NR. Use of walk-in clinics by rural and urban patients. Can Fam 
Physician 2000;46:114-9. 

14. Freeman GK. Progress with relationship continuity 2012, a British perspective. Int J 
Integr Care 2012;12:e128. Epub 2012 Jun 29. 

15. Christakis DA, Mell L, Koepsell TD, Zimmerman FJ, Connell FA. Association of lower 
continuity of care with greater risk of emergency department use and hospitaliza-
tion in children. Pediatrics 2001;107(3):524-9. 

16. Cabana MD, Jee SH. Does continuity of care improve patient outcomes? J Fam Pract 
2004;53(12):974-80. 

17. Gill JM, Mainous AG 3rd, Nsereko M. The effect of continuity of care on emergency 
department use. Arch Fam Med 2000;9(4):333-8. 

18. Howard M, Goertzen J, Kaczorowski J, Hutchison B, Morris K, Thabane L, et al. Emer-
gency department and walk-in clinic use in models of primary care practice with 
different after-hours accessibility in Ontario. Healthc Policy 2008;4(1):73-88. 

19. Osborn R, Moulds D, Squires D, Doty MM, Anderson C. International survey of older 
adults fnds shortcomings in access, coordination, and patient-centered care. 
Health Aff (Millwood) 2014;33(12):2247-55. 

20. Andrulis D. Access to care is the centerpiece in the elimination of socioeconomic 
disparities in health. Ann Intern Med 1998;129(5):412-6. 

21. Glazier RH, Kopp A, Schultz SE, Kiran T, Henry DA. All the right intentions but few of 
the desired results: lessons on access to primary care from Ontario’s patient enrol-
ment models. Healthc Q 2012;15(3):17-21. 

22. Haggerty JL, Lévesque JF, Santor DA, Burge F, Beaulieu C, Bouharaoui F, et al. Acces-
sibility from the patient perspective: comparison of primary healthcare evaluation 
instruments. Healthc Policy 2011;7(Spec Issue):94-107. 

www.cfp.ca/content/cfp/51/1/82.full.pdf
mailto:kpremji@uwo.ca
https://challenges.50
https://language.29
https://study.49


220 Canadian Family Physician | Le Médecin de famille canadien } Vol 64: MARCH | MARS 2018 

RESEARCH Patients’ perceptions of access to primary care

    

 

 

  

 

   
 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
  

 

 

 
 

23. Haggerty J, Burge F, Lévesque JF, Gass D, Pineault R, Beaulieu MD, et al. Operational 
defnitions of attributes of primary health care: consensus among Canadian experts. 
Ann Fam Med 2007;5(4):336-44. 

24. Berry LL, Beckham D, Dettman A, Mead R. Toward a strategy of patient-centered 
access to primary care. Mayo Clin Proc 2014;89(10):1406-15. Epub 2014 Sep 4. 

25. Jones M. Walk-in primary medical centres: lessons from Canada. BMJ 2000;321 
(7266):928-31. 

26. Brown JB, Sangster LM, Østbye T, Barnsley JM, Mathews M, Ogilvie G. Walk-in clinics: 
patient expectations and family physician availability. Fam Pract 2002;19(2):202-6. 

27. Flavelle D. Wal-Mart to add more superstore medical clinics. Toronto Star 2011 May 5. 
Available from: www.thestar.com/business/personal_fnance/spending_saving/ 
2011/05/05/walmart_to_add_more_superstore_medical_clinics.html. Accessed 
2018 Feb 6. 

28. Price D, Baker E, Golden B, Hannam R. Patient care groups: a new model of popula-
tion based primary health care for Ontario. A report on behalf of the Primary Health 
Care Expert Advisory Committee Patient Care Groups: a new model of population 
based primary health care for Ontario. Primary Health Care Expert Advisory Com-
mittee; 2015. 

29. Laberge M, Pang J, Walker K, Hogg WE, Wodchis WP. QUALICOPC (Quality and Costs 
of Primary Care) Canada. A focus on the aspects of primary care most highly rated 
by current patients of primary care practices. Ottawa, ON: Canadian Foundation for 
Healthcare Improvement; 2014. 

30. Wong S, Katz A, Wodchis W, Teare G, Burge F, Ashton T, et al. QUALICO-PC in Canada, 
Australia, and New Zealand: recruitment, responses, and initial cross-country com-
parison. Paper presented at: CAHSPR Conference 2014; Toronto, ON; 2014 May 12-15. 

31. Wong ST, Haggerty J. Measuring patient experiences in primary health care: a review 
of classifcation of items and scales used in publicly available questionnaires. 
Vancouver, BC: Centre for Health Services and Policy Research; 2013. 

32. Wong ST, Chau LW, Hogg W, Teare GF, Miedema B, Breton M, et al. An international 
cross-sectional survey on the Quality and Costs of Primary Care (QUALICO-PC): 
recruitment and data collection of places delivering primary care across Canada. 
BMC Fam Pract 2015;16:20. 

33. Starfeld B, Cassady C, Nanda J, Forrest C, Berk R. Consumer experiences and 
provider perceptions of the quality of primary care: implications for managed care. 
J Fam Pract 1998;46(3):216-26. 

34. Safran DG, Kosinski M, Tarlov AR, Rogers WH, Taira DA, Lieberman N, et al. The Pri-
mary Care Assessment Survey: tests of data quality and measurement performance. 
Med Care 1998;36(5):728-39. 

35. Safran DG, Tarlov AR, Rogers WH. Primary care performance in fee-for-service and 
prepaid health care systems. Results from the Medical Outcomes Study. JAMA 
1994;271(20):1579-86. 

36. Statistics Canada. Table 3. Persons in low income (after-tax low income measure). 
Ottawa, ON: Statistics Canada; 2016. Available from: www.statcan.gc.ca/daily-
quotidien/160708/t003b-eng.htm. Accessed 2017 Feb 11. 

37. Statistics Canada. National Household Survey. Education in Canada: attainment, 
feld of study and location of study. Ottawa, ON: Statistics Canada; 2011. Available 
from: https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-012-x/99-012-x2011001-
eng.cfm#a2. Accessed 2017 Feb 11. 

38. Miedema B, Easley J, Thompson A, Boivin A, Aubrey-Bassler K, Katz A, et al. Do new 
and traditional models of primary care differ with regard to access? Canadian 
QUALICO PC study. Can Fam Physician 2016;62:54-61. 

39. Health Quality Ontario. Measuring up: a yearly report on how Ontario’s health 
system is performing. Toronto, ON: Queen’s Printer for Ontario; 2015. 

40. Rizos J, Anglin P, Grava-Gubins I, Lazar C. Walk-in clinics: implications for family 
practice. CMAJ 1990;143(8):740-5. 

41. Rachlis V. Who goes to after-hours clinics? Demographic analysis of an after-hours 
clinic. Can Fam Physician 1993;39:266-70. 

42. Campbell SM, Reeves D, Kontopantelis E, Sibbald B, Roland M. Effects of pay for per-
formance on the quality of primary care in England. N Engl J Med 2009;361(4):368-78. 

43. Statistics Canada. 2011 Census of Canada: topic-based tabulations. Age and sex 
for the population of Canada. Ottawa, ON: Statistics Canada; 2011. Available from: 
www12.statcan.gc.ca/census-recensement/2011/dp-pd/tbt-tt/Rp-eng.cfm?LANG=E 
&APATH=3&DETAIL=0&DIM=0&FL=A&FREE=0&GC=0&GID=0&GK=0&GRP=1&PID=1020 
09&PRID=10&PTYPE=101955&S=0&SHOWALL=0&SUB=0&Temporal=2011&THEME=88 
&VID=0&VNAMEE=&VNAMEF=. Accessed 2017 Feb 11. 

44. Drennan VM, Halter M, Joly L, Gage H, Grant RL, Gabe J, et al. Physician associates 
and GPs in primary care: a comparison. Br J Gen Pract 2015;65(634):e344-50. 

45. Bertakis KD, Azari R, Helms LJ, Callahan EJ, Robbins JA. Gender differences in the 
utilization of health care services. J Fam Pract 2000;49(2):147-52. 

46. Andersen R, Newman JF. Societal and individual determinants of medical care 
utilization in the United States. Milbank Q 2005;83(4). 

47. Chan BT. The declining comprehensiveness of primary care. CMAJ 2002;166(4):429-34. 
48. Ladouceur R. What has become of family physicians? Can Fam Physician 

2012;58:1322 (Eng), 1323 (Fr). 
49. Canadian Institute for Health Information. How Canada compares: results from the 

Commonwealth Fund 2015 International Health Policy Survey of Primary Care Physi-
cians. Ottawa, ON: Canadian Institute for Health Information; 2016. 

50. Peterson ED, Delong ER, Masoudi FA, O’Brien SM, Peterson PN, Rumsfeld JS, et al. 
ACCF/AHA 2010 position statement on composite measures for healthcare perfor-
mance assessment: a report of the American College of Cardiology Foundation/ 
American Heart Association Task Force on Performance Measures (Writing Commit-
tee to develop a position). Circulation 2010;121(15):1780-91. Epub 2010 Mar 29. 

This article has been peer reviewed. 
Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2018;64:212-20 

https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-012-x/99-012-x2011001
www.statcan.gc.ca/daily
www.thestar.com/business/personal_finance/spending_saving



Accessibility Report


		Filename: 

		212.pdf




		Report created by: 

		

		Organization: 

		




[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.


		Needs manual check: 2

		Passed manually: 0

		Failed manually: 0

		Skipped: 1

		Passed: 29

		Failed: 0




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Needs manual check		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Needs manual check		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Skipped		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top


