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Abstract
Objective To understand disparities in primary care patient experience. 

Design A serial cross-sectional study was conducted to understand disparities 
in patient experience at 2 time points (2014 and 2016). Disparities related to age, 
gender, neighbourhood income, and self-rated health were explored using 3 
analytic approaches: stratification, logistic regression, and relative comparison 
across multiple demographic variables.  

Setting A multisite family health team in Toronto, Ont.

Participants Patients in the family medicine practice who completed e-mail 
surveys in 2014 (n = 1171, 19% response rate) and 2016 (n = 1823, 15% response rate). 

Main outcome measures Patient-reported access (timely access when sick, 
access after hours) and patient-centredness (opportunity to ask questions, 
involvement in care decisions, enough time with provider).

Results Performance for all measures improved between 2014 and 2016, with 
the greatest absolute improvement seen in access after hours (61% in 2014; 
75% in 2016). Patients residing in low-income neighbourhoods reported worse 
patient experiences than those in high-income neighbourhoods did, as did 
patients with poor versus excellent self-rated health, even after adjustment  
for other variables. For example, in 2016, 60% of patients residing in low-
income neighbourhoods reported timely access when sick versus 70% in 
high-income neighbourhoods (adjusted odds ratio of 0.67, 95% CI 0.47 to 0.95); 
60% of patients with poor or fair self-rated health reported timely access 
when sick versus 72% with excellent self-rated health (adjusted odds ratio 
of 0.54, 95% CI 0.35 to 0.84). Comparing across demographic groups, patients 
with excellent self-rated health and poor or fair self-rated health reported 
the best and worst experiences, respectively, for all measures. In 2016, the 
average disparity between subgroups was largest for access after hours.

Conclusion In this setting, patient experience was worse for patients in lower-
income neighbourhoods and those with poor or fair self-rated health. Access 
after hours demonstrated the greatest overall absolute improvement but also 
the greatest widening of disparities.

Editor’s key points
} Quality improvement efforts 
might not benefit all subgroups of 
patients equally. 

} Patients residing in lower-income 
neighbourhoods and those with 
poor self-rated health consistently 
reported less timely access and 
reduced patient-centredness of care.

} Improvements in after-hours 
access were associated with 
worsening of related disparities. 

} Practices should consider using 
stratification, regression modeling, 
or multiple comparisons to 
understand potential disparities in 
patient experience.
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Résumé
Objectif Comprendre les disparités dans l’expérience des patients en soins primaires. 

Type d’étude Une étude transversale en série a été effectuée pour comprendre 
les disparités dans l’expérience des patients à 2 moments distincts (2014 et 
2016). Les disparités liées à l’âge, au genre, au revenu dans le quartier et à l’état 
de santé autoévalué ont été explorées à au moyen de 3 approches analytiques : 
la stratification, la régression logistique et une comparaison relative en 
fonction de multiples variables démographiques. 

Contexte Une équipe de santé familiale établie dans divers sites à Toronto (Ontario).  

Participants Les patients dans la pratique de médecine familiale qui ont 
répondu à des sondages par courriel en 2014 (n = 1171, taux de réponse de 19 %) 
et en 2016 (n = 1823, taux de réponse de 15 %).

Principaux paramètres à l’étude L’accès signalé par les patients (accès 
opportun lors de maladies, accès après les heures) et l’aspect central du 
patient (la possibilité de poser des questions, la participation aux décisions sur 
les soins, un temps suffisant avec le professionnel).  

Résultats Le rendement en fonction de tous les paramètres mesurés s’est 
amélioré entre 2014 et 2016, l’amélioration la plus importante en termes absolus 
ayant été observée dans l’accès après les heures (61 % en 2014 et 75 % en 2016). 
Les patients qui résidaient dans des quartiers à faible revenu ont rapporté des 
expériences moins bonnes que celles rapportées par les patients vivant dans  
des quartiers à revenu élevé, comme l’ont fait les patients qui jugeaient leur 
santé mauvaise par rapport à ceux qui la jugeaient excellente, même après 
rajustement en fonction d’autres variables. Par exemple, en 2016, 60 % des 
patients résidant dans des quartiers à faible revenu ont rapporté avoir eu un 
accès en temps opportun lorsqu’ils étaient malades contre 70 % par ceux des 
quartiers à revenu élevé (rapport de cotes rajusté de 0,67, IC à 95 % de 0,47 à 
0,95); 60 % des patients qui jugeaient leur état de santé mauvais ou acceptable 
ont signalé un accès en temps opportun lors d’une maladie, par rapport à 72 % 
de ceux qui jugeaient leur santé excellente (rapport de cotes rajusté de 0,54, IC à 
95 % de 0,35 à 0,84). En comparant les groupes démographiques, les patients qui 
jugeaient leur santé excellente et ceux qui la jugeaient mauvaise ou acceptable 
ont rapporté, respectivement, les meilleures et les pires expériences, selon tous 
les paramètres mesurés. En 2016, la disparité moyenne entre les sous-groupes 
était la plus grande pour l’accès après les heures normales.   

Conclusion Dans ce contexte, l’expérience des patients était moins bonne 
pour ceux qui vivaient dans des quartiers à plus faible revenu et pour ceux qui 
jugeaient leur santé mauvaise ou acceptable. L’accès après les heures a connu 
la plus grande amélioration générale en termes absolus, mais aussi le plus 
grand élargissement des disparités. 

Points de repère  
du rédacteur
} Les efforts d’amélioration de la 
qualité pourraient ne pas bénéficier 
de façon égale à tous les sous-
groupes de patients. 

} Les patients qui résident dans les 
quartiers à plus faible revenu et 
ceux qui jugent moins bon leur état 
de santé ont signalé de manière 
constante un accès en temps moins 
opportun et des soins moins axés 
sur les patients.

} Les améliorations sur le plan de 
l’accès après les heures normales 
étaient associées à l’aggravation 
des disparités afférentes. 

} Les cliniques devraient envisager 
d’utiliser la stratification, le modèle 
de régression ou des comparaisons 
multiples pour comprendre les 
potentielles disparités dans 
l’expérience des patients. 
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Health equity is an integral component of quality 
improvement and is 1 of the 6 domains of high-
quality health care of the Institute of Medicine 

framework.1 Equity in health can be defined as the 
absence of systemic differences across sociodemo-
graphic groups in 1 or more areas of health, including 
health services.2 The addition of this domain represents 
a commitment to improving quality of care that benefits 
all patients and closing unjust gaps in health care quality 
and outcomes.1,3 However, there is concern that, despite 
its inclusion as 1 of the 6 domains, quality improve-
ment work in equity is not a priority, falling behind other 
aims such as patient safety and efficiency. The Institute 
for Healthcare Improvement published a white paper 
on health equity, referring to it as the “forgotten aim.”4 
Additionally, a systematic review revealed that in lead-
ing scientific journals on quality improvement, few arti-
cles focus on equity-related topics.5

Alongside clinical quality and patient safety, patient 
experience has been established as 1 of the key pillars 
of high-quality health care.1,6 Most commonly, patient 
experience in Canada is reported regionally with little 
examination of variation by subgroups, particularly in 
primary care.7,8 When assessed, variation in experience 
by subgroup is generally only considered at a single 
point in time.9 Measuring disparities between subpopu-
lations is the first step to understanding equity. Disparity 
assesses difference, while equity denotes a value judg-
ment about whether that difference is unfair.10 

In the primary care setting in Ontario, the use of sur-
veys to assess patient experience is mandatory for all fam-
ily health teams and community health centres.11 However, 
there is little guidance for equity-oriented analysis of 
patient experience data at a practice level. As we embark 
on quality improvement efforts, there can be uninten-
tional consequences including potential worsening of 
existing disparities. This can happen if improvements 
are made at a faster rate for certain subpopulations com-
pared with others; these disparities can be masked by 
overall improvements for the whole population.4 

Since 2014, our family health team has routinely 
been surveying patients about their experience with 
timely access and patient-centredness and is engaged 
in related improvement efforts.12 We sought to use dif-
ferent analytic methods to understand disparities in 
patient-reported access and patient-centredness over 
time. We hoped this research would inform a practice-
based approach to understanding and improving equity 
in patient experience in primary care.

—— Methods ——
Setting 
The St Michael’s Hospital Academic Family Health Team 
(SMHAFHT) provides interprofessional primary care to 
approximately 45 000 patients at 6 clinics in Toronto, Ont. 

The SMHAFHT serves a diverse population including 
young urban professionals, new immigrants, refugees, 
people living in poverty, people with HIV, people with 
mental health and addiction issues, and members of 
the LGBTQ2S+ (lesbian, gay, bisexual, trans, queer or 
questioning, or 2-spirited, and members of related 
communities) population. As part of ongoing quality 
improvement initiatives, the SMHAFHT developed a 
survey that seeks to understand patients’ experiences 
with timely access and patient-centredness, available 
from CFPlus.* Since 2014, all patients with an e-mail 
address on file have been e-mailed the survey every 
year during their birth month.

Study design 
We conducted a cross-sectional analysis of responses 
from e-mail surveys completed from January 1, 2014, 
to December 31, 2014, and from January 1, 2016, to 
December 31, 2016. We analyzed responses for 5 out-
come measures: timely access when sick, ease of access 
after hours, opportunity to ask questions, involvement in 
care decisions, and having enough time with health pro-
viders. Patients were asked to rate their experiences on 
a Likert scale. In this study, we present their responses 
as dichotomized responses (ie, always or often versus 
sometimes, rarely, or never). 

The following demographic characteristics were 
collected by the survey: age, gender, postal code, and 
self-rated health. Using the postal codes provided, we 
derived the corresponding neighbourhood income quin-
tile using a conversion file based on census data from 
2006, the most recent complete census data available.13 
The protocol was formally reviewed by institutional 
authorities at St Michael’s Hospital and deemed to nei-
ther require research ethics board approval nor written 
informed consent from participants.

Approaches to measuring disparities 
Stratification by demographic characteristics. We cal-
culated descriptive statistics for all 5 outcome measures 
after stratification by demographic characteristics and 
survey year. We used c2 tests to compare respondents 
from the 2014 survey to the 2016 survey to assess if the 
demographic profiles were similar. 

Regression analysis. We used logistic regression with 
2016 survey data to estimate the magnitudes of dis-
parities between patients with different neighbourhood 
incomes and self-rated health. Income and self-rated 
health were correlated, so we fitted separate models. We 
compared the results before and after adjustment for the 
potential confounders of age and gender.

*The St Michael’s Hospital Academic Family Health Team Patient 
Experience Survey is available from www.cfp.ca. Go to the full 
text of the article online and click on the CFPlus tab.
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Comparing disparities across multiple demographic 
characteristics (“bottom-up approach”). The bottom-
up approach, as described in the Institute for Healthcare 
Improvement’s white paper on health equity, is an effec-
tive way to compare disparities across multiple sub-
groups at 1 time point.4,14 In this analytic approach, an 
outcome of interest is measured across different sub-
groups. The subgroup with the best outcomes (most 
advantaged group) becomes the reference group. The 
differences between the reference group and the other 
subgroups are calculated. The bottom-up approach 
allows us to understand the disparities among sub-
groups relative to the most advantaged group. Also, 
this approach includes a summary statistic to depict the 
overall degree of inequality. It is calculated by averag-
ing the absolute differences between the subgroups and 
reference group. The larger the summary statistic, the 
larger the degree of inequality. 

In our analysis, we focused on 6 subgroups of inter-
est: female gender, male gender, lowest neighbourhood 
income quintile (Q1), highest neighbourhood income 
quintile (Q5), poor or fair self-rated health, and excel-
lent self-rated health. We did not include age as a con-
struct in our bottom-up approach as there was no clear 
reference group. We calculated the summary statistics 
for 2014 and 2016 survey data to understand the overall 
degree of inequality among subgroups at 2 time points.

Microsoft Excel and R (version 3.5.0) were used for 
all analyses.

—— Results  ——
Survey respondents  
The response rates for the 2014 and 2016 surveys 
were 19% (n = 1171) and 15% (n = 1823), respectively. 
Respondents in both years were similar with respect to 
distribution of gender, neighbourhood income quintile, 
and self-rated health; however, they differed in age dis-
tribution, with a greater proportion of respondents aged 
65 and older in 2016 (P = .0007) (Table 1). Overall, per-
formance on all outcome measures improved between 
2014 and 2016, with the greatest absolute improvement 
seen in access after hours (Table 2). 

Stratification by demographic characteristic 
Patient-centredness seemed to improve with age, and 
responses from men and women were similar across 
all outcomes (Table 2). Compared with patients in Q5, 
those in Q1 consistently reported lower access and 
patient-centredness, as did those with poor or fair ver-
sus excellent self-rated health.  

In some cases, these disparities widened between 
2014 and 2016. For timely access when sick, patients in 
Q1 saw no absolute improvement while those in Q5 saw 
an absolute improvement of 8% (Figure 1). For access 
after hours, patients with poor or fair self-rated health 

saw an absolute improvement of 3% while those with 
excellent self-rated health improved by 24% (Figure 2). 
In other cases, disparities narrowed. For opportunity to 
ask questions, patients with poor or fair self-rated health 
made greater absolute improvements than patients with 
excellent self-rated health (Figure 2). 

Regression analysis  
The results of the multiple logistic regression are dis-
played in Table 3. Patients in Q1 versus Q5 and those 
with poor or fair versus excellent self-rated health 
reported significantly less favourable patient experi-
ences before and after adjustment for age and gender 
(P < .05). The only exception was for after-hours access 
where there was no significant difference between Q1 
and Q5. 

Bottom-up approach to comparing inequality
Patients with excellent self-rated health in 2016 con-
sistently rated their experiences the most favourably 
(Figure 3). Comparing other demographic subgroups 
to this benchmark, patients with poor or fair self-rated 
health consistently rated their experiences the least 
favourably. Comparing summary statistics between 2014 
and 2016, the degree of inequality decreased slightly in 
opportunity to ask questions and increased slightly for 
timely access when sick. The biggest absolute change 
was seen in access after hours, where the degree of 
inequality increased from 5.4% to 19.0%. 

—— Discussion ——
In a large, urban family health team engaged in quality 
improvement, we found that patients living with a lower 
income and those with poorer self-rated health reported 
poorer access and patient-centredness, even after adjust-
ment for other sociodemographic variables. Comparing 
across sociodemographic variables, patients with excel-
lent self-rated health reported the most favourable patient 
experiences, while those with poor self-rated health 
reported the least favourable experiences. Between 2014 
and 2016, access after hours was the patient experience 
measure with the greatest overall absolute improvement 
but also the greatest widening of disparities between the 
most and least advantaged groups. 

Our finding that lower neighbourhood income (as 
a proxy for socioeconomic status) is associated with 
poorer patient experience is consistent with previous 
studies. In the United States, patients in lower income 
households were found to have lower satisfaction 
with care,15 while national-level studies in the United 
Kingdom (UK) have shown that there is a small associa-
tion between area deprivation or socioeconomic status 
and patient experience.16-18 Similarly, data from Ontario 
show that patients with lower household incomes 
report slightly less timely access when sick and less 
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Table 1. Comparison of survey respondent demographic 
characteristics in 2014 and 2016

CHARACTERISTIC 
2014 

RESPONDENTS, %
2016 

RESPONDENTS, %
P 

VALUE

Age,* y

• 0-17 1.4 1.2 .0007

• 18-24 2.2 2.0

• 25-34 18.0 14.4

• 35-49 30.8 26.4

• 50-64 29.1 30.5

• 65-79 15.8 22.1

• ≥ 80 2.7 3.3

Gender†

• Female 62.3 62.1 .165

• Male 36.9 36.3

• Other 0.8 1.7

Neighbourhood 
income quintile‡

• 5 (highest) 27.4 28.7 .889

• 4 18.1 18.8

• 3 17.8 17.9

• 2 15.0 14.3

• 1 (lowest) 21.7 20.3

Self-rated health§

• Excellent 18.4 17.3 .999

• Very good 41.1 41.5

• Good 28.5 28.7

• Poor or fair 12.0 12.5

*Survey respondent populations were N = 996 in 2014 and N = 1567 in 2016.
†Survey respondent populations were N = 1007 in 2014 and N = 1558 in 2016.
‡Survey respondent populations were N = 863 in 2014 and N = 1382 in 2016.
§Survey respondent populations were N = 987 in 2014 and N = 1553 in 2016.

involvement in care decisions.9 There are no Ontario 
data on variation by self-rated health but our findings 
on self-rated health are consistent with national-level 
research from the UK and United States.18-20 

We were surprised that our overall improvements 
in access after hours were coupled with worsening 
disparity. We found that patients with excellent self-
rated health, who already reported higher access after 
hours in 2014, reported greater absolute improvement 
than patients with poorer self-rated health. In 2015, our 
family health team partnered with patients to develop 
and implement efforts to improve access after hours. 
It is possible that the ideas brought forth in consulta-
tion with patients reflect a bias toward patients who 
are more competent in navigating the health care sys-
tem. As a result, our team’s quality improvement efforts 
might have been more effective for some patients than 

others. Patient satisfaction of after-hours care is influ-
enced by care that meets their expectations.21,22 Since 
our after-hours care cannot guarantee that patients will 
see their usual physicians, this might deter patients with 
poorer self-rated health who might value continuity over 
timeliness. There might be additional barriers that make 
it challenging for those with poor self-rated health to 
access care after hours. A study in the UK found that 
patients of an inner-city primary care clinic who avoided 
after-hours care often had difficulty finding transporta-
tion or arranging care for dependent children and often 
felt too ill to travel.23 These barriers might contribute to 
why patients in poorer health are more likely to use the 
emergency department than those in good health.24  

By using different analytic approaches, we were able 
to understand disparities among our patient population 
in different ways. Stratification allowed us to easily com-
pare absolute improvements between subgroups over 
time to see if all patients improved equally. Regression 
analyses helped us quantify the significance of the dis-
parity for a single sociodemographic variable at 1 time 
point and understand if these persisted even after adjust-
ment for other factors. The bottom-up approach gener-
ated a summary statistic at 1 time point that quantified 
the overall degree of inequality across multiple socio-
demographic variables. Together, these approaches pro-
vided a more comprehensive understanding of disparities 
over time and can help practices prioritize related quality 
improvement efforts. Studies also suggest that practices 
consider which quality indicators are most important to 
patients and how priorities vary by subgroup. For exam-
ple, research suggests that patients with poor self-rated 
health value communication and relational continuity 
whereas younger patients prioritize timely access.25 

There are advantages to reporting both unadjusted 
and adjusted performance measures when evaluat-
ing equity in patient experience.26,27 Adjusted outcomes 
might under-report crucial differences in expectations 
of care; however, adjusted outcomes might be fairer 
for population-wide monitoring owing to different 
sociodemographic distributions.22,27 On a practice level, 
it is recommended to report unadjusted variations in 
patient-reported measures.18,22 This is an advantage for 
many primary care practices where resources for statis-
tical analyses might be limited. 

Limitations
There are a number of limitations worth noting. Our sur-
vey is in English and is only administered to patients 
with an e-mail address on file, which influences respond- 
ent characteristics.28 Survey response rates were also 
low. However, it is unclear how noted disparities would 
change with a different type of survey or response rate. 
Neighbourhood income quintile is a crude estimate 
of individual income, especially in a city undergoing 
gentrification. We also did not examine a number of 
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Table 2. Summary of patient experience measures after stratification by age, gender, neighbourhood income quintile, 
and self-rated health in 2014 and 2016: Each outcome compares always or often versus sometimes, rarely, or never. 
Denominators vary for each demographic characteristic owing to variable response rates for each question.

CHARACTERISTIC

TIMELY ACCESS WHEN 
SICK, N (%)

ACCESS AFTER HOURS, 
N (%)

OPPORTUNITY TO ASK 
QUESTIONS, N (%)

ENOUGH TIME WITH 
PROVIDER, N (%)

INVOLVED IN CARE 
DECISIONS, N (%)

2014 2016 2014 2016 2014 2016 2014 2016 2014 2016

All patients 
(unstratified)

532 (57.6) 911 (63.0) 257 (61.2) 480 (75.1) 883 (88.3) 1429 
(89.2)

886 (87.2) 1433 
(89.2)

895 (88.4) 1459 
(91.1)

Age, y

• 0-24   18 (54.5)   24 (55.8)   9 (40.0)   13 (59.1)   27 (77.1)   45 (88.2)   27 (77.1)   43 (84.3) 28 (80.0)   46 (90.2)

• 25-34   88 (56.1) 119 (61.3)   48 (64.9)   81 (78.6) 144 (83.7) 198 (88.0) 147 (83.1) 197 (87.9) 147 (85.5) 202 (89.8)

• 35-49 157 (58.1) 224 (62.4)   81 (59.1) 135 (72.6) 258 (88.1) 365 (88.4) 253 (85.2) 361 (87.4) 258 (87.2) 367 (89.3)

• 50-64 144 (55.8) 247 (60.0)   68 (59.1) 130 (76.0) 253 (91.0) 413 (86.9) 265 (93.3) 419 (87.8) 256 (90.1) 433 (90.8)

• 65-79   85 (62.5) 209 (70.1)   34 (72.3)   75 (78.1) 140 (92.7) 321 (93.3) 135 (89.4) 322 (92.8) 141 (92.2) 321 (93.0)

• ≥ 80   12 (52.2)   40 (87.0)   6 (66.7)   15 (75.0)   21 (80.8)   49 (98.0)   22 (81.5)   51 (100.0) 26 (96.3)   50 (98.0)

Gender

• Female 318 (56.9) 522 (62.8) 155-160* 
(61.7)

285 (74.2) 531 (88.6) 865 (89.8) 535 (87.8) 850 (88.3) 538 (88.3) 882 (91.6)

• Male 186 (57.9) 323 (66.1) 85-90* 
(60.0)

152 (76.4) 315 (87.5) 502 (89.5) 317 (86.6) 516 (91.3) 321 (88.9) 512 (90.8)

• Other    6 (100.0)   10 (45.5) < 6* 
(100.0)

  9 (75.0)      7 (100.0)   18 (69.2)      7 (100.0)   19 (73.1)      7 (87.5)   19 (76.0)

Neighbourhood 
income quintile

• Q5 (highest) 124 (62.0) 246 (70.3)   54 (66.7) 105 (77.2) 207 (92.0) 362 (91.6) 204 (90.3) 362 (91.4) 209 (91.3) 367 (92.9)

• Q4   78 (55.7) 129 (59.4)   33 (57.9)   71 (75.5) 139 (91.4) 242 (93.1) 145 (94.8) 239 (91.9) 140 (92.7) 244 (94.2)

• Q3   72 (53.7) 140 (65.4)   31 (53.4)   71 (78.0) 131 (91.0) 224 (90.7) 130 (87.2) 222 (89.9) 133 (88.7) 224 (90.7)

• Q2   57 (52.8) 105 (61.0)   34 (63.0)   52 (75.4) 104 (86.0) 179 (90.4) 107 (86.3) 175 (88.8) 110 (88.7) 184 (92.9)

• Q1 (lowest) 102 (60.0) 144 (60.3)   62 (63.3)   98 (74.2) 150 (83.8) 237 (85.3) 150 (82.9) 237 (85.3) 149 (84.7) 245 (87.8)

Self-rated 
health 

• Excellent 107 (65.6) 160 (71.7)   47 (68.1)   85 (92.4) 164 (93.7) 252 (93.3) 169 (94.4) 257 (94.8) 168 (95.5) 257 (95.2)

• Very good 194 (55.6) 362 
(64.8)

  91 (60.7) 183 (75.9) 361 (92.1) 589 (91.9) 364 (91.5) 583 (90.8) 367 (92.2) 595 (92.7)

• Good 135 (54.4) 232 (59.3)   72 (59.0) 118 (69.8) 231 (85.9) 392 (88.3) 227 (83.2) 391 (87.9) 233 (85.3) 401 (90.1)

• Poor or fair   65 (59.6) 103 (60.2)   36 (62.1)   59 (64.8)   82 (73.9) 150 (78.1)   84 (75.0) 154 (79.8)   83 (74.8) 157 (81.8)

*These values are given as ranges to preserve data privacy. 

pertinent sociodemographic variables, including edu-
cation and immigration, as these questions were not 
initially included on our survey. Finally, despite a large 
overall sample size, we had small group sizes for certain 
patient demographic groups after stratification. 

Conclusion
We found that patients with poor self-rated health 
and patients residing in low-income neighbourhoods 

consistently reported less timely access and lower 
patient-centredness in our large urban primary care prac-
tice. Our practice made the largest overall improvements in 
access after hours but these overall improve ments coin-
cided with the greatest widening of disparities. Regular 
examination of disparities in patient experiences 
can help practices address health equity by targeting 
improvement efforts to achieve the same high-quality 
care for all patients.     
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Figure 1. Comparison of patients in Q5, patients in Q1, and the average response for 3 patient experience measures 
(timely access when sick, access after hours, opportunity to ask questions) between 2014 and 2016

Figure 2. Comparison of patients with poor or fair self-rated health, patients with excellent self-rated health, and the 
average for 3 patient experience measures (timely access when sick, access after hours, opportunity to ask questions) 
between 2014 and 2016
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Table 3. Results of logistic regression: Comparison of neighbourhood income quintile and self-rated health subgroups 
using 2016 survey data. Each outcome compares always or often versus sometimes, rarely, or never. All differences are 
significant except where indicated.

PATIENT EXPERIENCE MEASURE CHARACTERISTIC ADJUSTED* OR (95% CI) UNADJUSTED OR (95% CI)

Timely access when sick Neighbourhood income quintile 

• Q5 Reference Reference

• Q1 0.67 (0.47 to 0.95) 0.64 (0.45 to 0.91)

Self-rated health

• Excellent Reference Reference

• Poor or fair 0.54 (0.35 to 0.84) 0.6 (0.39 to 0.91)

Access after hours Neighbourhood income quintile† 

• Q5 Reference Reference

• Q1 0.86 (0.49 to 1.52) 0.85 (0.49 to 1.49)

Self-rated health

• Excellent Reference Reference

• Poor or fair 0.11 (0.04 to 0.28) 0.15 (0.06 to 0.37)

Opportunity to ask questions Neighbourhood income quintile 

• Q5 Reference Reference

• Q1 0.53 (0.32 to 0.87) 0.53 (0.32 to 0.86)

Self-rated health 

• Excellent Reference Reference

• Poor or fair 0.22 (0.12 to 0.4) 0.26 (0.14 to 0.46)

Enough time with provider Neighbourhood income quintile 

• Q5 Reference Reference

• Q1 0.56 (0.34 to 0.92) 0.54 (0.33 to 0.88)

Self-rated health

• Excellent Reference Reference

• Poor or fair 0.16 (0.08 to 0.32) 0.22 (0.11 to 0.41)

Involved in care decisions Neighbourhood income quintile 

• Q5 Reference Reference

• Q1 0.58 (0.34 to 0.99) 0.55 (0.32 to 0.93)

Self-rated health

• Excellent Reference Reference

• Poor or fair 0.2 (0.1 to 0.4) 0.23 (0.12 to 0.44)

OR—odds ratio, Q1—lowest neighbourhood income quintile, Q5—highest neighbourhood income quintile. 
*Adjusted for age and gender.
†No significant difference between Q1 and Q5.



e186 Canadian Family Physician | Le Médecin de famille canadien } Vol 67: JULY | JUILLET 2021

Research Understanding disparities in primary care patient experience

Figure 3. Bottom-up approach for 2016 survey data: Six patient demographic subgroups are shown along the x-axis 
(Q1, Q5, female gender, male gender, poor or fair self-rated health, excellent self-rated health). The patient experience 
measures are shown on the y-axis of each graph (timely access when sick, access after hours, and opportunity to ask 
questions). The best performing subgroup is the reference group, indicated at 0 or the x-axis line. The difference between 
other subgroups relative to the reference group is indicated in the data label and depicted by the distance of arrowed 
lines. The summary statistic or average difference of all subgroups in 2014 and 2016 is displayed in the bottom left corner 
for each patient experience measure. 
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